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EDITORIAL COMMENT 


INTRODUCTION With this issue, we intro- 
duce to you a new journal 

in the field of neurology and psychiatry, DIS- 

EASES OF THE NERVOUS SYSTEM. 


; During the past several years, a number 
5 of physicians in the practice of general medi- 
% cine have stated that practical literature on 
} nervous and mental diseases was not accessi- 
| ble to them. The special journals, though ex- 
#) cellent, are for the most part published for 
#) the use of specialists and are, therefore, not 
= of use to physicians in medical fields other 
} than neurology and psychiatry. There is a be- 
: lief, too, on the part of the medical profession 
that neurology and psychiatry are difficult 
} subjects and that the terminology is such that 
} little of practical value can be achieved by 
reading articles published in the _ special 
journals. 


Realizing the important place occupied by 
® neurology and psychiatry in medical science, 
we, particularly those of us interested in 
teaching, have looked for an opportunity to 
publish a journal containing articles written 
especially for the consumption of physicians 
who are practicing general medicine, or who 
are in medical specialties other than neurol- 
ogy and psychiatry. Such an opportunity has 
been offered through the publication of DIS- 


)) EASES OF THE NERVOUS SYSTEM. It will 


be the policy of our journal to present practi- 
cal articles based on present knowledge and 
new advances made in the fields of neurology, 
psychiatry, mental hygiene and neurosurgery. 


Medicine, like other sciences, is making 
progress. New methods of diagnosis and new 
treatment procedures are being developed 
daily. There is today perhaps a greater inter- 


est on the part of the medical profession in 
keeping up with new methods than ever be- 
fore. This is done by attendance at medical 
meetings and post-graduate seminars, and 
by reading suitable medical journals. 

Diseases of the nervous system have been 
regarded by a large part of the profession as 
being unrelated to the general field of medi- 
cine and difficult to understand. As a result, 
too little attention has been paid by the med- 
ical profession as a whole to the new develop- 
ments in this field. It is well known that the 
psychoneuroses account for a large percent- 
age of every physician’s practice. Yet we see 
very few articles published on this subject, 
except in the special journals, and only oc- 
casionally do we have papers concerning this 
topic presented at general medical meetings. 

Medical education has paid little attention 
to neurology and psychiatry until recent 
years. A short time ago only a few medical 
schools devoted more than a few hours of the 
entire curriculum to nervous diseases. There- 
fore, we believe that the only way of pre- 
senting the progress made in this important 
field of medicine to the medical profession as 
a whole is through the publication of a prac- 
tical journal containing papers which will be 
of value to the entire profession. 

The subject matter will cover the field com- 
pletely: disease states involving the brain and 
spinal cord and peripheral nerves, disorders 
of the vegetative nervous system, psychiatry 
and mental hygiene, and the new and im- 
portant specialty, neurosurgery. 

The editorial staff hopes that this journal 
will fulfill its purpose of furthering the 
progress of medicine and they invite con- 
structive criticism. T.H.H. 
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from 1916 to 1918 as First Lieutenant and then ; 
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Compton Sanitarium. He is a member of thirteen © 
medical and associated societies and has held or © 
is holding offices in most of them. 
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tion, the New England Society for Psychiatry, the : 
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DR. A. E. BENNETT 


Dr. Bennett, who wrote The Treatment of 4 
Neuritis, together with Dr. Simonsen, will be 42 
years old this month. He took his medical degree 
from the University of Nebraska College of Medi- 
cine in 1921 and his postgraduate training at the 
University Hospital, Omaha; the Philadelphia 
General Hospital; the Philadelphia Orthopedic 
Hospital and Nervous Infirmary; the Phipps 
Psychiatric Clinic; and the John Hopkins Hospital | 
at Baltimore. Since 1924, his private practice has : 
been limited to Neurology and Psychiatry. He 
is a member of seven medical societies; a staff ~ 
member or consultant for five institutions and 
organizations; and an examiner for the American | 
Board of Psychiatry. His writings number fifty | 
or more articles. 
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Neurologic Aspects of Low Back Pain 
and Sciatic Pain* 


HENRY W. WOLTMAN, M.D. ** 
Rochester, Minnesota 


Although the clinical description of sciatica 
is accredited to the monk, Domenico Cotugno, 
in 1775, the complaint was, of course, known 
long before his time. The Emperor Augustus 
was treated for it by flagellation, and in the 
Middle Ages an appropriate and particularly 
effective remedy was the application of live 
bees. Today we believe that removal of a 
nucleus pulposus, which has herniated from 
an intervertebral disk and is compressing the 
fourth or fifth lumbar root, is the logical 
treatment for most cases of protracted and 
disabling sciatic neuritis. 

So-called sciatic neuritis may be due to 
many causes. Let me mention only a few of 
them: exogenous poisons, metabolic diseases, 
bacterial infection, malformations, tumors, 
trauma, and vascular diseases. As the neurolo- 
gist looks at neuritis of isolated nerves as a 
whole, he becomes impressed with the promi- 
nent place that trauma occupies as a cause. 
Therefore, trauma of the sciatic nerve, or of 
the fourth or fifth lumbar, or of the first 
or second sacral nerves or roots, from which 
the sciatic nerve takes origin, should also be 
represented prominently as a cause of sciatic 
neuritis. Some of the suggested causes include 
this possibility. Thus, Danforth and Wilson 
pointed to large nerves passing through small 
foramina; Putti, to asymmetry of the facets; 
Ghormley, to arthritis of the facets; Trotter, 
to the occasional passage of the nerve through 
the piriformis muscle; and Ober, to a tense 
fascia lata. Here also may be mentioned 
sacralization of the fifth lumbar vertebra 
and propinquity of the nerve to the sacro-iliac 
joint. How important as a cause of sciatica 
any one or all of these may be we do not know 
and we have only a scant possibility of ever 
finding out. From the reports of Mixter and 
Barr, Mixter and Ayer, and Love and Walsh, 
we know that herniation of a nucleus pulposus 


* Presented October 27, 1938 at the Twentieth 
Annual Meeting of the Alumni Association of 
The Mayo Foundation for Medical Education 
and Research, Rochester, Minnesota. 

** Section on Neurology, the Mayo Clinic, Ro- 
chester, Minnesota. 


is a common and important cause. We know 
this beyond question, from actual inspection 
of the lesion and from the relief that has 
been obtained so often following removal of 
the nerve-compressing mass. But just how 
often this is the cause we probably shall never 
know either, for in the less severe cases ade- 
quate investigation to exclude this possibility 
is not justified. In short, sciatic neuritis is 
usuaJly only a symptom. However, as such it 
is deserving of painstaking analysis. 


Let me sketch the symptoms of sciatic neu- 
ritis briefly, for they are well known. Pain 
in the distribution of the sciatic nerve is 
almost invariably present. Often there is 
associated with it pain in the lumbrosacral 
region, which, according to an analysis by 
Walsh of 100 cases associated with herniation 
of a nucleus, precedes the onset of the sciatica 
in half of the cases. Flexion of the extended 
leg on the trunk accentuated the pain in 
82 per cent of cases, and flexion of the head 
on the thorax also may accentuate the pain. 
Coughing or sneezing is sometimes feared by 
the patient because of the pain it may pro- 
duce. Eaton has suggested, for good reasons, 
that this pain is caused largely by percussion 
of the affected structures by way of the vas- 
cular channels, which transmit the intra- 
abdominal thrust. 


The pain of sciatica is accentuated by ac- 
tivity and relieved by rest and usually the 
nights are more comfortable than the days. 
The complaint is generally one of several 
years’ standing, but it lacks evidence of a 
gradually progressive disease. It is episodic 
in its behavior, usually reaching its climax 
within two weeks, but on some occasions 
instantly. The slightest misstep or twist of 
the back may precipitate such a crisis, and 
the intensity of the pain may freeze the 
victim to the spot. There may be weakness, 
or a history of it, of the muscles subserved 
by the nerve. Such weakness is often abrupt 
in its onset. The corresponding Achilles ten- 
don reflex is often reduced or absent. Sensa- 
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tenderness, especially paravertebrally and 
over the sciatic trunk. An involuntary listing 
of the pelvis may occur. The content of pro- 
tein in the spinal fluid is often elevated. Of 
these symptoms, those especially suggestive 
of herniation of a nucleus pulposus are an epi- 
sodic history, the sensation of something slip- 
ping in the back and the coincidental onset 
of a vicious lumbosacral pain, the sudden on- 
set of palsy or sensory loss, and a recurrent 
or alternating listing of the pelvis. 

The treatment of sciatic neuritis includes 
rest, which may be supplemented by traction 
of the affected limb and a lumbar sling, the 
application of heat, the administration of 
anodynes,. iodides and foreign protein, epi- 
dural injections, roentgenotherapy and the 
removal of foci of infection. In stubborn cases 
manipulation may be tried. When the severi- 
ty, chronicity and disability warrant taking 
more decisive steps, and when it is reasonably 
certain from roentgenologic studies or other- 
wise that a herniated nucleus pulposus or 
hypertrophic ligamentum flavum is present, 
laminectomy and removal of the nucleus or 
ligament by a surgeon familiar with this sort 
of work is the treatment to be preferred. Of 
patients at The Mayo Clinic who have com- 
plained of low back pain and sciatic pain in 
the period since the operation has been avail- 
able, only about 2 per cent have been sub- 
jected to it. 

As we have seen, there are many causes 
of sciatic neuritis and lumbosacral backache. 





tion may be impaired and there is commonly 
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One must not unthinkingly jump to the con- 
clusion that all of these cases involve hernig- © 









tion of intervertebral disks. Measures hon- © 


ored by time if not by success suffice to re- 


lieve most of these patients of their distress — 


But when these more conservative measures 
fail us, and when a herniated nucleus pulpo- 
sus is the cause of the disorder, procrastina- 


tion should make way for the safe and effec- 
tive treatment newly offered by the neurosur- © 


geon. 
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NEWSNOTES 


PSYCHIATRIC INSTITUTE 
HELD IN OHIO 


The fourth annual Institute of Postgraduate 
Training in Psychiatry and Allied Branches of 
Medicine was held at the Columbus State Hospi- 
tal, Columbus, Ohio, from October 22 to November 
11. Dr. J. F. Bateman, Commissioner of Mental 
Diseases for Ohio State was director of the Insti- 
tute. Members of the faculty were: Dr. George 
M. Curtis, Dr. Charles A. Doan, Dr. Jonathan 
Forman, Dr. Albert D. Frost, Dr. George T. Hard- 
ing, Dr. N. Paul Hudson, Dr. Philip T. Knies, Dr. 
Harry E. LeFever, Dr. Dwight M. Palmer, Dr. R. A. 
Ramsey, Dr. Norman O. Rothermich, Dr. Roy J. 
Secrest, Dr. Clayton S. Smith, Dr. Emmerich von 
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Haam, Dr. Franklin C. Wagenhals, Dr. Bruce K. 
Wiseman, Charles S. Berry, Ph. D., Harold E. Burtt, 
Ph. D., S. L. Cohen. Ph. D., Henry H. Goddard, 
Ph. D., Francis N. Maxfield, Ph. D., G. Oscar 
Russell, Ph. D., Columbus; Dr. Louis J. Karnosh 
and Dr. Henry C. Schumacher, Cleveland; Dr. 
Maurice Levine and Dr. Louis A. Lurie, Cincin- 
nati; and Dr. C. C. Kirk, Orient. 


ELECTED PRESIDENT 


Dr. J. C. Hassall, Medical Director of the Rogers ; 
Memorial Sanitarium, Oconomowac, Wisconsin, | 
was elected president of the First Councilor Dis- | 


trict of the Wisconsin State Medical Society. 
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DISEASES OF THE NERvous SYSTEM 


Some Facts That the Internist Should 
Know About Depressions * 


LESLIE HOHMAN, M.D. 
Baltimore, Maryland 


The common cold and depression have this 
one thing in common: they are probably 
the most universally experienced of all ill- 
nesses. Probably, no human being exists who 
does not frequently experience depression and 
there is good reason to believe that at one 
time or another, the period of depression is 
somewhat prolonged. The feeling of down- 
heartedness or sadness is often expressed in 
terms somewhat more acceptable to the 
Anglo-Saxon culture, for example, discour- 
agement, disgust or down-and-outedness. 

The effects of depression, disgust or down- 
heartedness affect the whole physical and 
psychological economy of the human being. 
The mood, depression, has this in common 
with all emotional states—it tends to persist 
for a shorter or longer period and then dis- 
appear, leaving the individual with the nor- 
mal feeling, which he had before the onset 
of depression. 

I think it is valuable to divide the effects 
‘of depression into three categories, because 
although the three usually accompany each 
other, it is not unusual to find them appearing 
alone, or in various combinations; and in 
the absence of any two the clinical course 
of the illness is the same. 


The first category is the frank appearance 
of mood alteration in itself; that is, the de- 
pressed person will say: “I am sad;” “I am 
down-hearted;” or “I am blue”. “I am dis- 
couraged;” or “I feel down and out.” 


The second category concerns the mechan- 
ics of the depression alteration. The patient 
loses his appetite, loses his interest, and is 
without pep and energy. He has a reduction 
of sex interest and capacity, and usually 
shows diurnal variation in his symptoms; 
that is, he is apt to feel worse in the morning 
and better in the evening. His speech and 
thinking may be slower, and his ability to 
concentrate subjectively is gone. Interestingly 


“3 Read at the Post Graduate Course of the 
American College of Physicians, held in Bal- 
timore on March 17th, 1939. 


enough, he has a heightened interest in only 
one thing, discussions of his symptoms or of 
his feelings. 

The third category involves the alteration 
of the patient’s thinking. He dramatizes, as 
it were, his feeling of depression by regarding 
himself as unworthy, as someone to be de- 
preciated. In profound cases of depression 
this goes on to delusion formation such as 
“T am so wicked that I have ruined my whole 
family.” However, instead of the development 
of unworthiness delusions, the patient may, 
and frequently does, develop many feelings 
of physical illness which have no organic 
basis, which the psychiatrist is apt to call 
anxiety or hypochondriasis, and which the 
internists call neurotic or neurasthenia. 


I think it will be valuable for every internist 
to bear in mind that these three categories, 
or symptom groups, although they frequently 
do occur simultaneously, may each occur 
without the other two. But in whatever com- 
bination they do occur the outcome is the 
same. That is, the patient recovers spontan- 
eously after a period of time. These de- 
pressive states are, according to my opinion, 
in no wise different from the manic-depres- 
sive depression which one sees in a mental 
hospital. Between the normal depression that 
occurs in response to adverse situations, such 
as the loss of money, or a loved person, or the 
loss of prestige, etc., and the abnormal de- 
pressions which result in profound psychotic 
manifestation— between these two, I say, one 
finds every possible degree of transition. They 
vary only in severity and not in any essential 
qualitative respect. Depression is essentially 
a self-limited disease which runs a course 
and terminates in recovery. 


It can be precipitated by adequate causes, 
such as I have enumerated, or can come out 
of a clear sky, and without apparent cause. 
In general, however, the course of the illness 
is not modified by the adequacy of the pre- 
cipitating causes. I am deliberately over- 
stating the case because I think this is much 
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more often true than not. 

The type of case which I think is of ex- 
treme importance to the internist is that in 
which the hypochondriasis constitutes the 
main presenting symptom. The depression is 
frequently masked—and in a great many 
cases is missed because the physician does not 
search for it. Failure to recognize this very 
common form of mild mental disorder fre- 
quently leads to a great deal of therapeutic 
disappointment, as well as to the institution 
of a great deal of unwarranted and often 
harmful therapy. 

I believe that if the internist would recog- 
nize that he frequently is dealing with a self- 
limited disease, which will run a course, ter- 
minating in recovery, he would serve his pa- 
tient better and save him from a lot of un- 
necessary discouragement and medical fad- 
ism. 

Dr. Lewellys F. Barker, at a recent meeting 
of the Association for Research in Nervous 
Mental Diseases, asked what seemed to me a 
very pertinent question. “Would not the cases 
psychoanalyzed for a year and a half recover 
in the same time if they had not been 
analyzed?” How frequently have we all 
found surgical treatment instituted for the 
cure of a symptom which persisted even 
after partial evisceration of the patient. 

The medical profession has laid so con- 
demning a hand upon the neurotic symptom 
that patients are willing to accept the psy- 
chologic origin of pains and aches only as a 
last resort. The failure of the physician to 
cure depressive hypochondriasis by medical 
treatment or surgical help frequently arouses 
the physician’s antagonism, because he feels 
that with his therapy it was the obligation of 
the patient to recover. Not recognizing that 
he is dealing with a self-limited, but fre- 
quently prolonged disease, he is accusatory 
and feels that the patient remains sick will- 
fully. 

I do not blame physicians for feeling this 
way when they do not recognize that they 
are dealing with an automatic psychologic 
process, which therapy frequently cannot in- 
fluence. As soon as the physician recognizes 
the nature of this self-limited, circumscribed 
illness and realizes that it will run a course 
and result in recovery he is likely to stop 
blaming the patient and give him the kind of 
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sympathetic understanding and practical] | 
therapy that will make the illness easier to ‘ 
bear and establish the confidence of the | 


patient and the family. 


I think it should be emphasized that in 7 
these depressive states there exists a real § 
danger, in the sense that often they are Me 
accompanied by discouragement which is not i 
infrequently suicidal. Obviously, all of these q 
patients do not attempt suicide, but the phys- © 
ician must be constantly on the alert, certain i 
that his: patient is not drifting toward the | 
kind of profound discouragement which i 


might tempt him to do himself harm. 
Depressions with hypochondriacal 


They may be as short as two or three weeks 


and as long as six to ten years, with a prob- © 
able average of 12 to 18 months. If one re- | 
cognizes this fact, is it surprising that the | 


six weks rest cure so often fails? The rest 


cure may, of course, serve the function of | 
relieving the patient of undue strains in his 7 
environment which are pushing him deeper © 
into the depression. But to expect six weeks | 
to see the end of the ordinary depression is © 
like asking that pulmonary tuberculosis be © 


healed by a similar length of time in bed. 


Let me give you two or three undramatic | 
cases which illustrate the type of diagnostic 3 


problem which these cases present. 


I recently saw a girl of 19 and a half who 5 
had lost 45 pounds in weight. The illness : 
started with a self-imposed restriction of 5 
diet. Shortly afterwards the young woman : 
found herself unable to obtain a job, although ‘ 
she had prepared herself for secretarial work. | 
She had consulted three internists, two of | 
The first two | 
physicians entered her in a hospital, exam- 7 
ined her thoroughly and tried to force her to © 
eat. In each case she gained 4 pounds in 4 | 
weeks and lost it a week after leaving the 
hospital. The third physician suggested tube 7 
feeding which the family rejected. The in- | 
ternist who referred her to me insisted that 7 


them gastro-enterologists. 


the girl was stubborn. 


com- | 
plaining vary tremendously in their duration. % 





The history of the case immediately re- § L 
vealed the diagnosis. She was alternately de- §) e 


pressed and disgusted. Her sleep was mark- | 


edly disturbed so that she practically walked 
the floor after 2 o’clock every night. Her 
appetite completely disappeared and when 
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she attempted to take food she felt bloated 
and had palpitation. She grew somewhat ir- 
ritable, avoided meeting friends and would 
not take a job even when it was offered to 
her. 

About two months ago the cloud of de- 
pression began to lift. She took a simple job 
in her brother’s store and her appetite had 
begun to return when I saw her two weeks 
ago. She had gained 8 pounds without her 
family knowing it. Her spirits are much 
petter. Her sleep is reestablished and her 
interest in life is again resuming. I could 
discover no psychologic causes which upset 
her. A significant fact in her history is, 
however, that her mother went through a 
depression after the patient’s birth and com- 
mitted suicide when the patient was ten 
months old. Two of her mother’s sisters have 
also gone through periods of depression. This 
girl will go on to complete recovery. She could 
have been made much less uncomfortable, 
if she had been put into a routine of simple 
occupation and had not been scolded and 
bullied by well-meaning relatives and physi- 
cians. 

Please let me emphasize the second class 
of symptoms—those that I call mechanical 
disturbances because they so frequently give 
the clue to the diagnosis: 

SLEEP DISTURBANCES — inability to get 


i to sleep, waking in the middle of the night, 


or waking early in the morning. 
LOSS OF APPETITE FOR FOOD—restric- 


> tions of diet, refusal to eat adequate quan- 


tities of food, complaints that food is taste- 
less, gastro-intestinal discomfort after eat- 
ing, fear of eating because of gas or discom- 
fort, etc. 

LOSS OF SEX APPETITE AND POOR SEX 
CAPACITY—impotence and fear of inter- 
course and loss of interest in it, not infre- 


> quently are main presenting symptoms. 


SUBJECTIVE SLOWNESS IN THINKING 
AND TALKING—is often expressed as diffi- 


» culty in concentration. 


LOSS OF INTEREST IN LIFE, JOB, FAMI- 
LY— job is no longer done except under great 


| effort; the patient doesn’t care what happens 


in the world; and has no interest in amuse- 
ments, athletics, or recreation. He also com- 
plains that the ability to feel affection is gone. 

HEIGHTENED INTEREST IN ILLNESS—to 
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the point of irritation and boredom to family 
and physician may be present. 

SUBJECTIVE LOSS OF CAPACITY — no 
longer is the person able to carry on in work. 
He has lost his Pep and Energy. 

Although these mechanical factors are 
prominent along with the hypochondriasis, 
the physician is frequently thrown off the 
track because the patient says, “Naturally, 
Doctor, I feel discouraged because I don’t 
get any better.” If we remember that de- 
pression does not follow in the wake of sub- 
jective and somatic symptoms, but those 
symptoms in the wake of depression, we will 
not be so easily fooled. 

The second case concerns a man of 41 who 
has gone through three periods of depressive 
slump. One was at the age of 23, and lasted 
for two months. This occured at the time of 
his engagement to a woman who offered him 
more money than attraction. During these 
two months of depression he had rectal symp- 
toms which were without organic basis. The 
second attack came at 31, after a period of 
overwork and business anxiety. Again two 
months of rectal discomfort were instanced. 
The third attack, at present of a year and a 
half duration, has palpitation and abnormal 
fear of the political situation in Europe as 
symptoms. The patient’s father went through 
two periods of depression similar to this 
patient’s. We can again predict recovery. The 
case illustrates an important point. Two short 
periods of depression do not prove that a 
subsequent one will be of equally short dura- 
tion and, conversely, one long period of de- 
pression does not exclude subsequent short 
periods of depression. 

I do not mean to suggest that every case 
of hypochondriasis is necessarily founded on 
the depressive basis, or that it is necessarily 
part of a circumscribed illness. I am, how- 
ever, convinced that the overwhelming num- 
ber of neurotic states are in reality mild or 
severe depressions which will run a course 
and terminate in recovery. 

Let me make a final plea for correct diag- 
nosis of these cases. If one permits the pa- 
tient to force him into prescribing fads in 
treatment, or into treating minor deviations 
from the normal, one may saddle the patient 
with disease fears from which he may never 
completely free himself. 
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essarily convert a patient to the belief that 
he is below par physically and must guarg 
himself for all future time. 

What I have written may seem of a very 
elementary and obvious nature, but the fact 
remains that few physicians, including the 
best, recognize these simple depressive states 
accompanied by hypochondriasis, which re. 
sult in recovery, after due course of time. 


The institution, for example, of dietary re- 
gime for gastro-intestinal hypochondriasis 
may easily lead to permanent dietary fads. 
Anxiety depressions in which palpitation and 
shortness of breath are prominent symptoms 
may lead a patient to restrict his activities 
for the rest of his life because of supposed 
heart disease. Depressive hypochondriasis fol- 
lowing surgical operations should not unnec- 























Modification of the Manic—Depressive 
Cycle by Metrazol 
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LOUIS J. KARNOSH, M.D. * 


The problem presented by the manic-de- 
pressive psychoses has been a difficult one 
from the viewpoint of therapy. A great many 
therapeutic weapons have been employed, but 
our own experiences and reports in the li- 
terature as to their effectiveness leave their 
value in doubt. A few years ago hematopor- 
phyrin, a decomposition product of hemoglo- 
bin, which makes the tissues photo-sensitive, 
was used extensively in the depressive type 
of psychosis. It was thought to lift the pa- 
tient’s mood from depressed levels to normal 
in some obscure way by stimulating the sym- 
pathetic centers. ! In actual practice the re- 
sults were dubious. Benzedrine sulphate, be- 
cause of its buoyant effect on the mood of 
neurotics, as noted by Meyerson,? has been 
tried, but was usually unsuccessful in affect- 
ing the mood of a depression of psychotic 
magnitude. Narcosis therapy, both in the 
manic and depressed phases of manic-de- 
pressive psychosis, has been used and, al- 
though beneficial results have at times been 
obtained, these have not been constant, as 
shown in the review given by Palmer and 
Braceland.? Our experiences with insulin 
therapy in manias has been that it temporari- 
ly quiets patients as long as hypoglycemia 
persists, but does not appear to modify radi- 


* From the neuro-psychiatric Division of City 
Hospital and the Department of Nervous Dis- 
eases of Western Reserve University. 
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Cleveland, Ohio 


cally the psychosis. 


are reporting our experiences with the use 
of metrazol convulsive therapy in manic- 
depressive psychoses. Metrazol convulsive 
therapy, since its introduction in 1935 by 


Meduna‘ has been used extensively in the? 
treatment of schizophrenia. Because of the} 
impressive results with schizophrenics, its © 
use was extended to other psychoses, espe- i 
cially affective depressions or melancholias. ” 
Bennett > obtained excellent results in ten! 
consecutive severe depressive psychotic pa- 7 


tients, who were all relieved by this form of 


therapy. He was of the opinion that metrazol | 
convulsive therapy more consistently short- | 
ened the depression psychosis than any ; 


other method previously described. Mennin- 
ger © believes that metrazol may have greater 
effect in depressions than in schizophrenia. 


Low, et al’ reported a recovery rate of about / 
84 per cent in 16 manic-depressivesé as) 


against a recovery rate of 43.8 per cent in 
those treated by narcosis therapy. 


Chemically, metrazol is pentamethylenetet- 
razol. It is a stimulant and, in doses of 0.1 to 
0.2 grams, it stimulates respiration and cir- 
culation by its action on the medulary nu- 


é The figure 84 per cent is for a series of 19 
patients, 16 of whom were manic-depressives, 
and 3 of whom were without psychosis. 













Because of the inconclusive results ob- | 
tained with previous methods of therapy, we} 
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clei. In larger doses it is a convulsant. It 
has been used for several years, especially 
in Europe, in such conditions as congestive 
heart failure, pneumonia, and other over- 
whelming infections, and as a physiological 
antidote in poisoning due to opiates and 


parbital. 
In a 10 per cent solution it can be injected 
subcutaneously, intramuscularly, or intra- 


venously. When administered intravenously, 
it disappears rapidly from the circulation, 
so that it must be injected quickly to produce 


F a convulsion. It is very easily antagonized by 


sedatives. Sedatives administered the night 
pefore will prevent a metrazol convulsion the 
next day. According to Kennedy, *® paralde- 
hyde and hyoscine may be given, however, 
without antagonizing the convulsant effect 


of metrazol. 


Metrazol Routine 


Patients are given a thorough physical 
examination before being given metrazol 
therapy. Each patient has a blood sugar and 
blood urea nitrogen determination, as well 
as a urinalysis, to make sure the blood and 
urinary constituents are normal before under- 


| going therapy. The contraindications accord- 
| ing to Meduna and Friedman ° are: 


1. Decompensatory cardio-vascular condi- 
tions. 

. Any acute febrile condition. 

. Menstruation. 

. Severe anemia or cachexia. 

. Any abnormality of the blood or urinary 
constituents. 

6. Previous history of severe cranial in- 
jury with subsequent unconsciousness. 


oO FP & Db 


The treatment is given three times a week 
on alternate days. It is administered in the 
morning on a fasting stomach. We have found 
it unnecessary to alkalinize the patients; 
they have convulsions just as readily with 
metrazol whether they are alkaline or not. 
The initial dose is 0.5 grams, given intra- 
venously in a 10 per cent solution. In the ma- 
jority of cases this dose produces a convulsion 
at the first injection. Usually, during the 
Course of therapy the convulsive threshold 
rises, necessitating an increased dosage. In 
practice, the initial dose of 0.5 grams is con- 
tinued so long as it produces a convulsion. If 
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no convulsion occurs, the dose is increased 
by 0.1 gram at subsequent injections until a 
convulsion is obtained. Occasionally, we have 
repeated the injection with an increase of 
0.1 gram a few minutes after the unsuccess- 
ful treatment. This was done because pa- 
tients not infrequently are made worse by a 
partial metrazol reaction. 

} The convulsion usually begins 10 or 15 
seconds after the injection. Occasionally, it 
may be delayed for a minute or two. A few 
seconds before the convulsion the patient 
frequently becomes restless, bewildered, ap- 
prehensive, or even terrified and usually 
coughs once or twice. The convulsion begins 
with a few rapid clonic twitches of the facial 
muscles and the upper extremities which 
quickly give way to a tonic contraction in- 
volving the entire musculature. The fingers 
are flexed, the upper and lower extremities 
extended with the feet in plantar flexion and 
the body opisthotonic. At the onset of the 
tonic phase the mouth is widely opened for a 
few seconds—the so-called tonic yawn. This 
allows an opportunity to insert a gag to 
prevent biting of the tongue. The tonic phase 
lasts 10 to 20 seconds and is succeeded by the 
clonic phase, the tonic contractions being 
interrupted by short periods of relaxation 
which gradually lengthen until a_ typical 
clonic convulsion is present. The clonic con- 
tractions gradually decrease in frequency and 
usually stop in 15 to 40 seconds, leaving 
the patient cyanotic and apneic. Stertorous 
respirations then begin and the cyanosis 
disappears. Occasionally, respirations are de- 
layed a few seconds, but tapping or compress- 
ing the chest once or twice instantly initiates 
them. 


Consciousness gradually returns five or 10 
minutes after the convulsion. On awakening 
the patient is confused and dazed and fre- 
quently thrashes about the bed aimlessly or 
attempts to get up. In most cases, this pe- 
riod of confusion is followed by a sleep of a 
half to two hours duration. On awakening 
the patient has amnesia for the convulsion. 
Sometimes they recall the anxiety following 
the injection and sometimes recall aurae 
such as flashes of light, dizziness, or tinnitus. 
During the convulsion the eyes usually deviate 
upwards, but they may deviate to either side. 
The pupils dilate and remain fixed to light. 
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Spontaneous Sbinski reactions are some- 
times present during the convulsion and not 
infrequently there is micturition during the 
clonic phase. During the tonic phase, the 
heart beat usually becomes slower. It can- 
not be heard during the clonic phase, but 
immediately afterwards it is weak and often 
irregular. 

The most frequent complication is a dis- 
located jaw. This is easily reduced and often 
reduces itself. Occasionally, a dislocated 
shoulder occurs. We have had one fracture— 
a patient in whom the lesser tuberosity of 
the humerus was fractured. The patients 
frequently complain of soreness in the mus- 
cles, especially in the lumbar region and be- 
tween the scapulae, after a few convulsions. 
However, this is transitory. 

During the course of therapy, the patients 
often come to dislike it and not infrequently 
are afraid of it. Sometimes they become very 
antagonistic and combative when the time 
for injection comes. 


Doses slightly below the convulsive dose 
produce psychic or abortive motor reactions. 
These vary from a transitory feeling of anx- 
iety to marked psychomotor excitement and 
even a few convulsive twitchings. Sometimes 
the patient remains excited and confused for 
several hours following such a partial reac- 
tion. Improvement occasionally appears to 
follow them; more frequently the patient is 
left with a very painful memory impression 
and becomes very antagonistic to further 
treatment. 


The mortality rate with metrazol therapy 
has been very low so far. Von Meduna and 
Friedman !° in a recent survey of more than 
3000 cases treated by convulsive therapy list 
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nine fatalities. These cases included those 
treated with camphor as well as metrazol and 
at least three of them could not be ascribed 
to the therapy. Even including these three 
cases the mortality rate in their series was 
only 0.29 per cent. Hayman and Brody !! have 
recently recorded a fatality in a metrazol § 
treated case with a clinically asymptomatic | 
and unsuspected chronic endocarditis. Al- © 
though metrazol cannot be considered as en- 
tirely without danger, it apparently is far 7 
less dangerous than insulin hypoglycemic : 
therapy. a 


Observations on Metrazol Therapy 


After rather encouraging results while us- 
ing metrazol in cases of catatonic schizo- 
phrenia, it was discovered that a few of the 
cases in which the best results were obtained 
were actually depressive stupors in retro- 
spect. The results of this therapeutic en- 7 
deavor were sufficiently encouraging to jus- 
tify its employment in depressions other than 
stupors. The drug, again proving its efficacy, 
led us to seek for yet more fields where me- 
trazol might have a beneficial effect. Our § 
next step was a paradox. We chose the con- E 
dition whose manifestations are the exact | 
opposite of depression; that is, manic excite- : 
ment. Why one drug, producing a constant | 
physiological response, will apparently ele- § 
vate a person from the very depths of despair, 
speeding up his very retarded activity on the 
one hand, and bring to some semblance of 
reason the grandiose, expansive delusions 
and markedly accelerated activity on the 
other hand, still remains a mystery. But like- 
wise, the entire physiology of this queer cycli- 
cal affective reaction is relatively a mystery. 


TABLE I. 


REACTION TO METRAZOL THERAPY IN MANIC-DEPRESSIVE 


PSYCHOSIS 
Type of Total No. Steady Relapsive with Abrupt Relapsive 
Psychosis Cases Impr. Eventual Impr. Sustained Impr. to Date 
Manic 23 4 11 7 1 
Depressive 19 14 1 3 


Circular 5 3 
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The results of our attack on manic-de- 
pressive psychoses with metrazol are pre- 
sented in Table I. After collecting and clas- 
sifying the responses we were able to observe 
four distinct types of reaction as demon- 
strated in the table. By way of elaboration 
on the headings noted in the tables, abrupt 
recovery indicates a total and “permanent” 
(by permanent we mean that we feel assured 
that this cycle is terminated) remission pro- 
duced after a maximum of five metrazol 
convulsions; gradual improvement indicates 
a continuous trend toward a normal affective 
level, occurring while under a more pro- 
longed uninterrupted convulsive therapy; 
(10-25 convulsions) the third type of response 
was represented by those individuals who ap- 
parently obtained a normal affect with a few 
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convulsions, only to relapse into their former 
state upon withdrawal of the drug. This 
course of events would be repeated as often 
as two to four times in our cases before a 
permanent remission could be attained. How- 
ever, while the convulsive therapy was car- 
ried on three times 2 week, a state well akin 
to normalcy prevailed. Another interesting 
reaction included in this group are three 
cases who entered a manic phase out of a 
depressive one after treatment. This manic 
phase then responded as any other manic 
attack. And lastly, there is the inevitable pa- 
tient in whom no remission could be pro- 
duced. However, even in this patient a much 
more normal affect was produced while under 
the drug. 
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Figure I. Graph showing how a mania of eight months duration 
was precipitously terminated by only three Metrazol convulsions. 
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Figure III. Graph showing how a period of mania in a young 
girl was quelled by successive series of Metrazol convulsions. 
The first four treatments modified the mania for ten days. Re- 
lapse into mania occurred which again was abated by a second 
series of treatments. The second series was longer and resulted 
in a period of normal behavior before she relapsed again. 

This last relapse was finaliy terminated by two convulsions, 
after which the patient recovered. The dotted line represents the 
predicted curve of her mania had she not received Metrazol. 


In figures I to IV are represented sample re- 
actions of four patients, demonstrating three 
of the four types of response mentioned in 
Table I. These diagrams represent the general 
flow of mood of these patients as it is ab- 
stracted from a daily behavior record. 
Examination of the diagrams presented in 
the figures shows samples of the three re- 
action types who recovered. In figure I is 
represented the case of a manic in whom an 
abrupt remission was produced after only 
three convulsions. This patient had run a 
course of delirious mania progressing around 
one year, and at the time therapy was begun 
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Figure II. Graph showing a long period of depression which 

after four months was gradually relieved by successively in- 

creasing doses of Metrazol until a normal mood range resulted. 
ci a 


Mania 


interval of 1 month 


METRAZOL 


Figure IV. Graph representing the sudden transition from a stu- 
por of one year’s duration into an acute mania after one or two 
Metrazol injections. In spite of successive Metrazol treatment, 
the early phase of the mania was unmodified and only in its 
third month was this phase responsive to the convulsive therapy. 






he appeared to be at the height of a delirious 
mania. The abrupt termination of the excite- 
ment and the assumption of a perfectly nor- 
mal mental picture seems to leave little ques- 
tion as to the efficacy of this therapy. In 
figure II is represented graphically a depres- 
Sive reaction in a patient in whom there was a 
gradual but consistent return to a normal be- 
havior during a course of 21 metrazol con- 
vulsions, given regularly three times a week. 
This patient, a white male, aged 56, had suf- 
fered a previous attack of depression seven 
years ago of seven months duration. Yet, 
the therapeutic triumph here demonstrated 
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was nine months in duration. You will observe 
in figure III a diagram representing the 
objective behavior of a white girl of 17 as 
modified by metrazol. Here will be noticed 
the relapsing picture previously described. 
A rather quick but even response to the 
first convulsions is observed and then what 
appears to be an “escape mechanism” with a 
return to the previous manic state. This is 
followed by another “escape” on cessation of 
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therapy with yet another remission. 


Yet another reaction is shown in figure IV. 





TABLE II. 


RESPONSE TO METRAZOL THERAPY IN MANIC-DEPRESSIVE 
PSYCHOSES OF VARYING DURATION 


MANICS 





JANUARY 





Metrazol was started soon after the admission 
of a girl of 21 in a catatonic stupor. Note the 
abrupt swing into a wild manic excitement 
after but one convulsion. Continuation of 
the therapy at this stage seemed to produce [| 
no evident results and so was discontinued 
temporarily. Metrazol given later in the course 
of this phase produced a rather prompt re- 
covery. In these latter two examples it would 
appear that the period of potential manig 
is either not shortened, or can only be short- 

ened within certain limits. : 














Duration of Total Steady Relapsive Abrupt Relapsive to 
Psychosis No. Cases Impr. with Sustained Date 
Before Eventual Improvement 
Metrazol Impr. 
Therapy 
Given 
Months 
0-3 12 1 1 
3-6 + 1 1 0 
6 plus 7 1 4 0 
DEPRESSIVES 
0-3 8 7 1 0 0 
3-6 6 6 0 0 
6 plus 5 2 1 2 0 


These varying reactions to the drug led us 
to an analysis of the predetermining factors 
concerned. A correlation of reaction types 
with the various age groupings gave us no 
hint. The ages were approximately equally 
distributed over the four groups in which 
recovery was an eventuality. However, tabula- 
tion of the reaction type against the previous 
duration of the attack (see Table II) netted 
us presumptive evidence that metrazol is only 
effective in consistently terminating the at- 
tack in the later stages in manics. This find- 
ing was not constant and did not hold for de- 
pressions. 


14 






It would appear, then, that in general there § 
is a refractory phase very early in the manic § 
attack in which metrazol is entirely ineffect- 
ual. Following this refractory phase there is 
a quick response to convulsive therapy which, 


however, is not permanent and allows of a 


return to the previous manic excitement on 
withdrawal of the drug. After the period of 
potential mania has spent itself, the attack 
may be abruptly terminated with a few con- 
vulsions. In only seven of the 23 cases did we 
achieve an abrupt termination of the attack. 
In 11 cases one or more relapses occurred after 
apparently terminating the excitement. Only 
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four of the 23 responded slowly in the fashion 
of a gradual lysis. However, in the depressive 
group 14 showed a gradual lysis of the at- 
tack while under metrazol, and only three re- 
covered abruptly. Only one relapsed. Two, 
however, were precipitated into a manic phase 
from which they later recovered gradually. 


Therefore, we may conclude that manics 
react to the drug with a permanent improve- 
ment only late in the course of the attacks, 
or, in other words, the attack of potential 
mania must run its course. Depressions, on 
the other hand, respond slowly but steadily in 
general with only slight evidence (two cases) 
to show that the attack must have been 
more prolonged before beginning therapy to 
expect dramatic results. These two cases, 
however, were both over six months’ duration. 


The question now naturally arises as to 
whether we have ever definitely shortened an 
attack, and if so, by any greatly demonstra- 
ble amount. Of this series of 47 cases, 15 had 
had previous attacks numbering from one to 
seven, the duration of which we accurately 
knew. In only three of these was the last at- 
tack, which was the treated one, definitely 
shorter (by two months or more) than the 
attack immediately preceding. In six cases 
the treated attack was longer (by two months 
or more) than the previous attacks. The re- 
maining six patients had attacks that dif- 
fered less than two months in duration from 
the preceding attack. In two of these six, the 
difference was less than one month from 
the preceding attack. It must be pointed 
out that in the great majority of these pa- 
tients, therapy was begun late in the course 
of the attack and, therefore, we have not 
given the drug a true test. All that can be 
said at present is that we have no statistical 
evidence that any attack can be shortened, 
inasmuch as there is no constant relationship 
between lengths of succeeding attacks. How- 
ever, the abruptness of the termination in 
several cases certainly suggests that there is 
some shortening of the attack. 


Again we point out that metrazol given 
after the early refractory period will defin- 
itely quell the excitement of a mania, but 
this reappears on withdrawal of the drug. 
Even this effect is extremely valuable in 
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saving the patient the deteriorating effects 
of a severe mania, provided it can be done 
without harm to the patient. 

We must report at this point that in three 
of our cases, definite disturbances consisting 
of disorientation, bewilderment, and recent 
memory defect were noted. These three pa- 
tients had had long courses of continuous 
treatment. Fortunately this cleared up in a 
few days after withdrawal of the drug. 


Summary 


1. Forty-seven cases of manic-depressive 
reactions are reported with the results of 
metrazol therapy. 


2. The responses of this group are divided 
into four types, determined by duration and 
whether manic or depressive. 


3. Evidence is presented that metrazol 
given very early in the course of a manic 
attack meets a totally refractory period; later 
the attack is dampened and after having run 
its course, may be terminated abruptly. There 
is no evidence of this in a depressive attack, 
and the great majority of the depressed cases 
show gradual lysis. 


4. A possible danger of minimal mental 
confusion from convulsive therapy is pointed 
out. 
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What Is A Psychiatrist? * 


GLENN MYERS, M.D. 
Los Angeles, California 


To some, the answer to the question, 
What Is a Psychiatrist, may appear to be 
quite simple because of the frequency with 
which the term:has been heard in recent 
years, and because of the ever broaden- 
ing application of psychiatric concepts to all 
branches of medicine, as well as to the public 
health and social problems. To others, a de- 
tailed definition of the term may appear to be 
an attack upon their pretensions to qualifi- 
cation in the field of psychiatry. There is some 
truth in both assumptions, yet the general 
concepts of the qualifications of a psychiatrist 
are vague and many persons do call them- 
selves psychiatrists without a justifiable right 
to do so. 

Palmists and soothsayers have in instances 
applied the term “psychiatrist” to themselves. 
I believe that none, save these cultists them- 
selves, will argue that they are psychiatrists. 
Ministers and lay lecturers have directly or 
indirectly represented themselves as psychia- 
trists. Furthermore, they have in instances 
pretended to apply psychiatric “treatment”, 
and some of them have done harm through 
such pretensions. Some psychologists have 
regarded themselves as capable of the appli- 
cation of psychiatric treatment. While they 
have generally not called themselves psy- 
chiatrists, they have too often permitted the 
designation “‘Doctor’’, properly applied to any 
person possessing the degree, Ph. D., to im- 
ply the meaning “Doctor of Medicine’’, or 
psychiatrist. I have no doubt that many psy- 
chologists have considerable understanding of 
psychiatric concepts. Yet I am convinced that 
psychologists, who are not especially trained 
both medically and psychiatrically, are not 
equipped by education and experience to 
apply psychiatric treatment to patients, at 
least in any broad extent. Their so attempt- 
ing has been determined to some extent by 
the failure of physicians to recognize good 
psychiatric qualifications. And it appears to 
me that the psychologists’ apparent failure 


* Read before the Section on Neurology and 
Psychiatry, of the Los Angeles County Medical 
Association, February 15, 1939 
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to give good psychiatric treatment has de. | 
pended, in part, upon their inability to cor. & 
relate their psychiatric concepts and to make © 
good interpretations, therefrom. It is accord- 
ingly, in my opinion, unwise of them to at- ‘ 
tempt to apply their interpretations, other | . 
than psychological, to patients. With all re- | = 
spect for the importance of psychological | 
knowledge and experience, the psychiatric ap- — a 
plication of the same by psychologists, in my fl 
own experience, has been somewhat like the 
revolving of a pin-wheel around each con- ve 
cept, fairly perfect in itself, but without any | 


Psychologists may, of course, acquire psychia- & 
tric knowledge and the ability to apply certain : 
forms of psychotherapy through appropriate | 
training. : 
Arriving now at considerations concerning | 
the medical profession, I have certain criti- : 
cisms to offer which appear to me pertinent, © E. 
Physicians in general are prone to think that | 
symptoms must depend on physical etiology 
—too often they fail to recognize, the psy- | 
chogenic factors of illness. They search) 
vaguely for evidence of obscure organic dis- § 
ease, when none exists. They fail to see in-| 
cipient mental disorder, which would be ob-| 
vious to the expert. Yet patients with in- : 
cipient mental illness generally come to them : 
before reaching the psychiatrist. They are : 
thus in strategic position to bring such pa-! 
tients to early treatment. Prevention is better | ‘ 
than cure, and psychiatric disorders respond | 
to treatment best in their incipiency. : 
Even when psychogenic etiology has been k 
recognized by physicians, the patients are too F 
often treated inexpertly. The psychopathol- [ 
ogy is generally in the unconscious, about | 
which the average physician knows little. | 
Mental illness cannot be effectively treated | 
on the basis of common sense, or even medical e 
expertness in other fields. It is true that all} 
mental functioning depends upon organic) 
functioning and that mental disorder may) 
depend primarily upon organic disorder. Yet} 
the latter oftentimes cannot be defined 
or treated with any benefit to the patient, | 
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whereas deviations from normal psycho- 
sexual development and normal personali- 
ty are more or less directly responsive to ap- 
propriate treatment. I think it therefore be- 
hooves physicians in general to have psychia- 
tric consultations whenever they encounter 
symptoms which they are unable to explain 
on a basis of physical etiology. Pediatricians, 
for example, know much about deviations 
from normal personality development in 
childhood. Yet too few pediatricians are 
skilled in the treatment for such symptoms. 
It is well for all physicians to hear patiently 
everything their mentally ill patients wish to 
recount, with the expectation that the pa- 
tients will benefit thereby. However, unless 
psychiatrically trained, the physicians should 
be no more than good listeners, should not 
rely too greatly upon their interpretations and 
should give very sparingly of advice. The psy- 
chiatric training of all physicians is desirable 
in order to obtain a better treatment of all 
forms of illness, but until this is accomplished 
mentally ill patients should be referred 
promptly to well qualified psychiatrists. 

A degree of doctor of medicine is essential to 
the practice of psychiatry, but does not per se 
qualify the possessor as a psychiatrist. He 
doubtless has learned some psychiatry during 
his medical course, and medical colleges are 
gradually improving their psychiatric teach- 
ing. Nevertheless, he must obtain additional 
training in a good psychiatric hospital and 
teaching center to allow him justifiably to 
call himself a psychiatrist and, therefore, be 
capable of administering good psychiatric 
treatment. 

Some physicians have gone into psychiatric 
practice after a period of service in one of 
the state hospitals for mental patients. The 
psychiatric qualifications of these physicians 
vary and depend greatly upon the psychiatric 
concepts which they have encountered in 
their state hospital experience. This includes 
the organization and application of psychia- 
tric instruction in such hospitals, the psy- 
chiatric reading and study they have done 
and the extra-mural training they have had. 
In addition, qualifications for the practice 
of good psychiatry must depend upon the in- 
dividual personality make-up of each psy- 
Chiatrist, which determines to a great extent 
his ability to assimilate psychiatric knowledge 
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and to apply it effectively with good “psy- 
chiatric judgment”. 

Lastly, I would say that a doctor of medicine 
well trained in neurology and practicing that 
specialty, is not thereby qualified to be a good 
psychiatrist. Notwithstanding the close inter- 
relationship in the fields of psychiatry and 
neurology, special training in psychiatry, is, 
in my opinion, ever essential to qualification 
in that specialty. A neurologist, in the course 
of his practice, gains psychiatric knowledge 
and experience, just as a psychiatrist, in the 
cuurse of his practice, gains neurological 
knowledge and experience. A well trained 
and experienced neurologist is thus generally 
qualified to represent himself as “a neurolo- 
gist who knows something of psychiatry”, 
and a well trained and experienced psychia- 
trist may generally describe himself as “a 
psychiatrist who knows something of neurol- 
ogy”. A person who designates himself to be 
a neuropsychiatrist must, to justify such des- 
ignation, have had adequate training and 
experience in both neurology and psychiatry. 
Too many neurologists represent themselves 
to be psychiatrists, and too many psychia- 
trists represent themselves to be neurologists, 
who are inadequately trained in the alternate 
specialty and not qualified to give the best 
treatment to patients in that specialty. 

Neurology, essentially based as it is upon 
study of fairly constant and well-defined or- 
ganic structures, which can be seen through 
the microscope and demonstrated with other 
mechanical apparatus, is a far more exact 
science than psychiatry, which is based large- 
ly upon intellectual concepts. The principles 
of psychiatry and their application have 
evolved slowly out of mysticism and supersti- 
tion, the principal developments having taken 
place in the present century. 

The terms “psychiatrist” and “psychiatry” 
are of recent origin. It was not long ago that 
we had “asylums” and “alienists”, instead of 
hospitals and psychiatrists. These asylums 
functioned mainly in a custodial capacity. 
There was little in the way of treatment to 
be found in them. Commitment of persons 
to them was legally based upon the probabil- 
ity of these persons being dangerous to them- 
selves, to the public, or to property. It was 
generally regarded as a disgrace to be found 
“insane”, a legal term which long preceded 
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the medical term “psychotic”. The relatives of 
mentally ill patients avoided the “stigma” of 
commitment, until such time as it became 
imperative, and then they were accustomed 
to clothe the action in as great secrecy as 
possible. 

Patients in the asylums were distributed in 
the various wards essentially on the basis of 
their conduct. Those persons who were rela- 
tively natural in their conduct were permitted 
a degree of freedom of activity. The others 
generally were assigned to chairs placed 
against the four walls of their ward and were 
expected to remain seated, inactive and si- 
lent, except to go to meals, or to the toilet, 
or for a supervised walk, or to bed. One or two 
attendants sat in rocking chairs and saw to 
it, by verbal order in preference to activity, 
that each patient conformed to these regula- 
tions. The attendants found their duties gen- 
erally to their liking as they were able to see 
various parts of the country through drifting 
from one asylum to another. They received 
no training other than that gained through 
“work-experience’’. I do not Know how many 
of them were high school graduates, but I 
well recall one of them ordering a catatonic 
patient to “Swaller that saliver, SWALLER 
it now!” There was generally a graduate nurse 
in connection with the hospital surgery, but 
there were no psychiatrically trained nurses. 

During these times, the average “alienist”’ 
divided his time between operating his hospi- 
tal and testifying in court. And many re- 
garded him as a queer person because he 
chose that work. Before Kraepelin, his diag- 
nostic concepts were essentially those of ma- 
nia, melancholia and dementia, and his pa- 
tients tended to marked mental deterioration 
under the influences of the asylum environ- 
ment. Kraepelin’s studies and diagnostic clas- 
sification served to broaden the understand- 
ing of mental disorders and stimulated the 
investigation of the meaning of symptoms. 
Yet such investigation rarely went farther 
than the attainment of diagnosis, through 
main headings and sub-headings, much like 
the classification of botanical or zoological 
specimens. 

Of course there were notable exceptions to 
the general picture as described, both in asy- 
lums and alienists. New treatment procedures 
were gradually added, such as hydrotherapy 


18 


JANUARY 


and occupational therapy. With the discovery 
of the unconscious by Freud, a rapid evolution 
in the study, understanding and treatment 
of mental illnesses took place. Asylums be- 
came hospitals. Alienists became psychia- 
trists. Custodial care became treatment pro- 
cedures. Inactivity of patients gave way to 
healthful pursuits. Mental deteriorations les- 
sened in degree and number. Recoveries of 
normal mental condition increased in num- 
ber and rapidity. Psychiatry extended into 
various extra-mural directions, such as pri- 
vate practice; the prevention of mental dis- 
order, with particular attention to psycho- 
sexual development in childhood; and deter- 
mination of individual vocational assets and 
liabilities; and the treatment of social ills. 
Mental hospitals reached out into the com- 
munity and commitment.lost much of its 
alleged ‘disgrace’. Eligibility to placement 
in mental hospitals increased. In private prac- 
tice, psychoneurotic patients were less often 
treated with a pat on the back and a placebo, 
or regarded as a nuisance when they persisted 
in absorbing the physician’s time. Doctors 
learned that it was possible to apply psycho- 
therapeutic treatment to these patients and 
bring about a more adequate social adjust- 
ment for them. Doctors also learned that 
many of the patients who were formerly re- 
garded as “insane and hopeless” could become 


‘partially or completely well. 


Notwithstanding the remarkable growth of 
that “step-child of medicine’’, Psychiatry (as 
well as Neurology), there remains to the 
present day no legal definition of the term, 
except in one state. It was accordingly appro- 
priate, and in keeping with the practice of 
other major specialties, that a Board was 
organized to certify physicians in Neurology, 
Psychiatry, or Neuropsychiatry, on the basis 
of set and comprehensive qualifications. 

The American Board of Psychiatry and 
Neurology, Inc., consists of twelve members, 
four from the American Neurological Asso- 
ciation, four from the American Psychiatric 
Association, and two neurologists and two 
psychiatrists elected by the Section on Nerv- 
ous and Mental Diseases of the American 
Medical Association. Under specified require- 
ments, the Board issues certificates in Neur- 
ology, Psychiatry, or in Neuropsychiatry. 
Each applicant for a certificate must estab- 
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lish the fact that he is of satisfactory ethical 
and professional standing; that he is a mem- 
per of the American Medical Association, or 
a member of such medical societies as are 
recognized for this purpose by the Council on 
Medical Education and Hospitals of the 
American Medical Association; that he is a 
physician duly licensed by law to practice 
medicine; and that he has received adequate 
training in psychiatry or neurology, or both, 
as a specialty. 

No candidate is eligible for examination by 
the Board for a single certificate until he has 
completed five years of special training and 
experience in neurology or psychiatry and at 
least six years of training and experience for 
certification in both neurology and psychia- 
try. Applicants for certification fall into four 
classes, as follows: 

Class I—Physicians who were graduated 
from medical schools in 1919 or before, and 
who have carried on a specialized practice in 
neurology and/or psychiatry for at least fif- 
teen years are considered for certification on 
their professional record and passed, if satis- 
factory to the Board. However, further evi- 
dence of qualification or even examination 
may be required. 

Class II-—Physicians who were graduated 
from medical schools up to and including 1929 
and who have practiced the specialty of psy- 
chiatry and/or neurology for at least five 
years are required to pass a general examina- 
tion in psychiatry or neurology, or both. 

Class III—Physicians who were graduated 
after 1929, up to and including 1934, are re- 
quired to pass an examination to satisfy the 
Board that they have adequate knowledge of 
all subjects specified in the By-Laws for 
candidates graduating after 1934. Their previ- 
ous training and experience must be accepta- 
ble to the Board. 

Class IV—Candidates graduated from med- 
ical schools after 1934 must fulfill the pre- 
ceding general requirements*for applicants 
as outlined above and certain special require- 
ments, as follows: 

(1) Graduation from a medical school ap- 
proved by the Council on Medical Education 
and Hospitals of the American Medical As- 
sociation. 

(2) Completion of a general interneship of 
not less than one year in a hospital ap- 
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proved by the same council. 

(3) A total experience, after the general 
interneship, of not less than five years, at 
least three years of which must be devoted 
to special training, including: Intensive train- 
ing in Neuroanatomy, Neurophysiology, Neu- 
ropathology, Clinical Psychiatry, Clinical 
Neurology, Psychobiology, Psychopathology 
and other basic medical sciences, which in the 
opinion of this Board are necessary to the 
proper understanding and treatment of psy- 
chiatric and/or neurologic disorders. At least 
eighteen months must be spent in active work 
in hospitals, clinics, dispensaries, and diag- 
nostic laboratories recognized by the Council 
on Medical Education and Hospitals of the 
American Medical Association and approved 
by the American Board of Psychiatry and 
Neurology to provide an adequate preparation 
in psychiatry and/or neurology. An additional 
period of not less than two years of practice 
in psychiatry and/or neurology is also requis- 
ite. 

(4) Candidates wishing to be admitted to 
the examination for certification in both 
fields must have had a minimum of six years 
experience in both fields. 

The certification of a candidate in either 
psychiatry or neurology, or both, must be 
approved by‘a majority of the members of 
the entire Board at any meeting held for 
such certification. It is specified by the Board 
that the “examinations are designed to test 
the ability of the candidates to meet the 
situations in which they might at any time 
be called upon as specialists to assume respon- 
sibility. They will be of such type that no ade- 
quately trained individual will fail, yet they 
will be sufficiently searching so that the spe- 
cialist-in-fact will be separated from the spe- 
cialist-in-name”. Each candidate becomes 
through pledge bound by the By-Laws of the 
Board. The By-Laws provide for the revoca- 
tion of certificate for specified cause. 

The advantages of these carefully planned 
regulations and their application by the 
American Board of Psychiatry and Neurology, 
Inc., seem evident. They provide for recogni- 
tion of psychiatric attainments on the basis 
of a scale of increasing requirements. Class 
IV will eventually include all persons seeking 
certification. The possessor of a certificate 
in Psychiatry, or Neurology, or Neuropsychia- 
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try will have acceptable evidence of his quali- 
fications, and standards of psychiatric edu- 
cation and training will be firmly established. 

The answer to the question, What Is a Phy- 
chiatrist, is not simple. Yet to define it in 
detail would involve a description too lengthy 
for presentation here. For example, it would 
necessitate explanation of the development 
of psychosexual make-up — hardly to be ac- 
complished in less than a book. Such elucida- 
tion would then be only fundamental to an 
understanding of manifold mental pictures, 
which a psychiatrist is expected to under- 
stand. Hence the question has been treated 
here briefly and incompletely. 

It may be said that a psychiatrist is one 
who possesses, or is qualified to possess, a 
certificate in Psychiatry, or Neuropsychiatry, 
granted by the American Board of Psychiatry 
and Neurology, Inc. Such qualification means 
that the capacity to meet specified minimum 
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requirements is present. And it allows room 
for a considerable diversity in individual psy- 
chiatric concepts and the application of them 
in practice, for the certified physicians. 

That special application of the Freudian 
psychology, Psychoanalysis, is governed by 
the regulations of its special societies, the 
requirements for membership in which are 
as high, or higher, than in most medical 
specialties. No person should be regarded 
fully qualified as a phychiatrist, who has 
not gained at least fair understanding of 
Freudian theories and their applications in 
practice. 

Whether or not my definition of a psychia- 
trist is completely satisfying, it appears to 
me that no one can object to having the 
standards for qualification set high, in a 
specialty which is rapidly being recognized as 
applicable and important to all branches of 
the practice of medicine. 
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Functional Diseases of the 
Gastro-Intestinal Tract 


THE VIEWPOINT OF THE PSYCHIATRIST * 


SOLOMON KATZENELBOGEN, M.D. ** 
Washington D.C. 


I should like to begin with testimonies from 
patients. 

The first patient was a married woman, 43 
years old, who complained of a burning sen- 
sation and lumpy feeling in the stomach, ab- 
dominal pain and constipation. The patient’s 
troubles began after the birth of her only 
child, eight years back. At that time she was 
35 and her husband 55 years old. Both felt 
that they were too old to bring up a child. 
Since that time the patient had frequently 
complained of g. i. disorders, especially when 
any mishap occurred to her child, such as 
catching a cold or cutting his finger. She was 
repeatedly told that her abdominal discom- 
fort was due to spastic colon and, following 
medical and surgical advice, had colonic irri- 
gations, medicinal treatments, cystoscopics, 


* Presented at the Annual Scientific Assembly, 
The Medical Society of the District of Colum- 
bia, Washington, D. C., April 25-27, 1939. 

** St. Elizabetns Hospital, Washington, D. C. 
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appendectomy. and one operation for ad- 
hesions. She was advised by the surgeon to 
have another operation for adhesions, but 
did not accept the advice, and was referred to 
the psychiatrist. 

A comprehensive anamnesis and therapeu- 
tic interviews, consisting of a discussion of the 
conditions under which her difficulties devel- 
oped, made it clear to the patient that her 
g. i. discomfort was a response to her reac- 
tions as a person to certain life situations. 
This mode of treatment proved to be suc- 
cessful. 

The other patient was a woman, 31 years 
old, who complained of vomiting. The onset 
of her difficulties could be traced five months 
back. At that time she had lost her appetite, 
had begun to wonder if she had some disease 
and had had vomiting attacks. She went to 
visit her mother and sister in another town 
where she stayed for a month and felt quite 
well. Then her husband came to take her 
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home. 

The day they started home she complained 
of pain in her stomach. The family doctor 
told her that she had cramps of the stomach 
muscles and gave her a prescription. On the 
way home they stopped to have dinner. Im- 
mediately after dinner she complained of a 
lump in the stomach and abdominal pain and 
nausea. At home she had frequent attacks of 
vomiting for four days. She was told by her 
physician that the vomiting was probably 
due to her gall bladder and that an operation 
would probably be indicated. She went to a 
hospital in another town where all the exam- 
inations proved to be negative, except for 
quite pronounced spasticity throughout the 
gasto-intestinal tract. Within three weeks 
sr. gained nine pounds and felt well. 

Again, the day before she was to leave 
for home she vomited her breakfast and din- 
ner and was taken back to the hospital. Again, 
all the examinations were within normal lim- 
its. Her past history revealed that the physi- 
cal relations had never been satisfactory in 
her married life. She was frigid, having a 
great fear of pregnancy. She kept herself 
busy with various social activities and with 
friends. Then her husband was transferred to 
another town. There was a raise in salary 
with the transfer, but the patient did not like 
the new town and as she puts it, “It was a sad 
day for me to move. If I had not moved I 
would not be here.” 

The third case was that of a man, 43, who 
complained of being depressed, of insomnia, 
lack of appetite, constipation, abdominal dis- 
comfort and heart burning. Three months 
prior to his admission to the clinic the pa- 
tient was hospitalized for the troubles just 
mentioned, as well as a great loss of weight. 
The diagnosis was duodenal ulcer and de- 
pressive psychosis. Two months later, when 
out of the hospital and well, he was greatly 
affected by the death of his aunt. Following 
this, his gastric distress and depressive feel- 
ings returned. The past history revealed that 
the patient had six depressions throughout 
his life and in each depression the gastro- 
intestinal difficulties with hyperchlorhydria 
and symptoms suggesting duodenal ulcer 
were the outstanding features. 

The fourth patient, a man 41 years old, on 
admission to the clinic was depressed, anx- 
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ious, apprehensive. This was a reaction to fi- 
nancial difficulties with a background of an 
increased sense of insecurity caused by the 
death of his parents. Also, in this patient the 
gastro-intestinal tract appeared to be the 
weak spot; namely, on several occasions diar- 
rhea stood out prominently during the 
depression. The gastric analysis during one of 
these depressions showed complete achlorhy- 
dria with the usual Evald’s test meal and 
hyperchlorhydria with histamine. 

The common features in these four patients 
were: 

(1) Complaints of gastro-intestinal dis- 
tress, with laboratory examinations substan- 
tiating the existence of disorders of secre- 
tion and motility of the g. i. tract. 

(2) Gastro-intestinal disorders associated 
with strong emotional reactions — intense 
fear, worry, anxiety, depression—to certain 
life situations. 

(3) Numerous medical and surgical treat- 
ments for considerable lengths of time before 
coming to the psychiatrist. 

Functional gastro-intestinal disturbances 
are known to constitute a very large per- 
centage of the medical practice. Personality 
studies recently recorded by Albert Sulli- 
van, !.2 in 200 patients with g. i. complaints, 
showed that the disorders were of functional 
origin, that is they were provoked by emotion- 
al reactions, in 43 per cent of the cases. More- 
over, in 27 per cent of them emotional factors 
were found to play a very large role in the on- 
set and recurrence of organic disorders. In my 
own study of the records of 50 patients from 
Phipps Psychiatric Clinic, with a diagnosis of 
hypchondriasis, g. i. complaints were noted 
in 27 patients—in 10 out of 25 male and 
in 17 out of 25 female patients..It is im- 
portant to note that these patients, before ad- 
mission to the clinic, invariably had under- 
gone numerous medical and surgical exam- 
inations, all of which pointed to the function- 
al origin of the g. i. disorders. 

On the basis of the material so far brought 
out for illustration, I should like to formulate 
the thesis of the psychiatrist in five proposi- 
tions. 

(1) Any function, mental or physical has 
a somatic background. This axiomatic state- 
ment needs, however, to be reemphasized in 
view of the fact that not infrequently one 
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meets with instances in which functional 
disorders, under the label of “neuropathy”, 
are loosely regarded as being equivalent to 
“imaginary maladies’, Physicians academi- 
cally trained in morphological pathology 
alone either treat these patients as if they 
had suffered primarily, not from personality 
malfunction, but from a localized structural 
alteration of the g. i. tract, or they send these 
patients home with the advice “Forget it’. 

(2) The demarcation between so-called or- 
ganic and so-called functional disorders rests 
on a somewhat fragile basis. Clinical and ana- 
tomicopathological studies have brought for- 
ward the fact that in certain organic diseases, 
with structural tissue alteration, the occur- 
rence of attacks of distress is conditioned by 
the functional lability of the vegetative ner- 
vous system. Moreover, in functional disorders 
one finds definite alteration of the secretion, 
motility, and of the physico-chemical status 
of organs. Such functional modifications are 
just as real to the patient and may cause 
him as much distress as structural modifica- 
tions. It might, therefore, be appropriate in- 
stead of speaking of organic and functional 
disorders to speak of physiogenic disorders 2 
with or without irreversible morphological 
and physico-chemical changes. 

(3) Mental function affects the function of 
organs. The notion of phychosomatic reac- 
tions is an old one familiar to the layman. 
There is an ancient test used in India in this 
connection. In order to pick a thief out of a 
group of suspected persons, each individual 
is given a bowl of rice; and the criminal is 
detected by his dry mouth, that is, by his 
inability to insalivate the rice. Laymen are 
also aware of the fact that the mental state, 
“the morale,” namely, cheerful and depressive 
moods, may respectively influence favorably 
or unfavorably the course of a physical dis- 
ease. 

Accurate clinical observations and experi- 
mental studies bring forth the influence of 
the mental state on the carbohydrate meta- 
bolism,4 the part which the mental state 
plays in spasmodic conditions of organs. In 
the field of gastro-enterolgy the physiologist 
and physician are familiar with the psycho- 
genic secretion of saliva and gastric juice, 
with the psychogenic inhibition of these se- 
cretions and, equally, with psychogenic mo- 
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tility disorders of the g. i. tract. 

Psychogenic excessive increase of the mo- 
tility of the g.i. tract may be illustrated 
in a patient of mine, at the time of my con- 
nection with the Department of Internal 
Medicine at the University of Geneva. This 
patient for a certain period of time had suf- 
fered from the following trouble. Being a 
representative of his country in the League 
of Nations, he had to attend formal dinners 
and make speeches. On these occasions, as 
soon as he started to eat, he was forced to 
leave the table because of excessive gi. 
peristalsis. There was no evidence of the exis- 
tence of any organic disease, but his history 
furnished the following data. 

This man was raised from the modest social 
standing of a not too prominent member of 
the socialist party to a high position in the 
League of Nations by a revolution in his coun- 
try. In this capacity he was forced to make 
social contacts and enter into activities quite 
unusual to him. This data can be reasonably 
considered as throwing light on the patho- 
genetic factors of his g. i. disorders >. 

(4.) The psychiatrist makes full use of the 
clinical and laboratory investigations by the 
medical man. But he adds to it new data de- 
rived from a comprehensive study of the life 
history of the patient. Achievements in the 
fields of physics, chemistry, and biological 
sciences have enriched medicine with refined, 
objective methods for investigation of 
diseases. These achievements have relegated 
to an unimportant place the interest in the 
host of the disease as a factor in the diagnosis, 
pathogenesis and treatment of the disease. 

One may safely assert that the history 
taking in medical practice not infrequently 
remains a perfunctory duty, rather than one 
of the essential parts of a medical examina- 
tion. Does not Leube express the feelings of 
many, if not of the rank and file of the medi- 
cal profession, when he says, “Long question- 
ing of the patient is a waste of time. The 
diagnosis should be the outcome of objective 
findings, like the result of an experiment in 
physics and chemistry.” ® The experience of 
the psychiatrist forbids him to accept Leube’s 
aphorism. Nor will this aphorism be accepta- 
ble to those patients who state that they had 
never had an opportunity to tell their life 
story in connection with their anes until 
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they had come to a psychiatrist. 

(5.) The psychiatrist interprets patients’ 
complaints and clinical and laboratory find- 
ings, not only in terms of function and func- 
tional interrelationships of organs, but also in 
terms of the function of the patient as a per- 
son. To the gastro-enterologist, who is sensi- 
tive to the dynamic role of mental factors in 
the etiology, pathogenesis and course of soma- 
tic disorders, it is quite conceivable that dis- 
turbances in the digestion brought out by 
fear, worry, fright, anxiety may be caused by 
actual blanching and blushing of the mucous 
membrane of the g. i. tract, just as similar 
emotions induce contraction and dilation of 
the vessels of the skin. He does not see any 
need for a purely mentalistic explanation of 
g. i. disturbances occurring as corollaries of 
mental states; he does not need to explain 
such disturbances by projection sine materia 
from the mental sphere into the physical 
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bodily sphere. He knows that these disturb- 
ances are physiological manifestations of 
the g. i. tract responding to emotional reac- 
tions. He knows that the g. i. system, like 
other viscera, responds to stimulation by emo- 
tional reactions of the endocrine—vegetative 
nervous system, that intermediary link be- 
tween personality reactions and their soma- 
tic manifestations. 
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Psychosomatic Factors Concerned in 
Recurrent Diarrhea * 
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Chronic recurrent diarrhea is a frequent 
complaint of patients and the physican is 
frequently called upon to discover the etiolog- 
ical factor for this symptom. At times, an 
exhaustive study reveals nothing of an organ- 
ic nature as a causative agent; and even if 
such an etiological factor is present and a 
presumably adequate therapeutic approach 
to the problem is made, the diarrhea still 
persists. For these reasons, it seems to us that 
it might be timely to direct the attention of 
the medical profession to factors which have 
been either neglected or attended to only 
superficially up to now. We do not mean to 
imply that all diarrheas are of psychosomatic 
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origin. Neither do we fail to recognize the 
fact that every patient must be given the 
benefit of an adequate diagnostic approach 
to his problem, one which utilizes all the 
methods that are known to modern medicine, 
to arrive at a satisfactory conclusion. It is 
needless to recapitulate what these neces- 
Sary procedures are; they should be well 
known to any gastro-enterologist. 

However, curiosity should impel one to go 
further and search for the possible factors 
which produce and continue the diarrhea 
in spite of treatment. Therefore, psychoso- 
matic relations should be very thoroughly in- 
vestigated and evaluated. Nothing is easier 
than the acceptance of the emotional factors 
in diarrhea. Any one of us can recall how, 
under undue excitement, he has experienced 
a necessity for rapid evacuation. Such a con- 
dition may occur once or several times, or 
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even persist for weeks and months. It is a 
matter of common knowledge that chronic 
diarrheas tend to occur in sensitive and what 
are described as “neurotic” individuals. Even 
such an entity as ulcerative colitis is con- 
sidered by many to be a neurogenic disorder. 
In spite of the fact, however, that such a 
thing as emotional diarrhea really exists, as 
evidenced by the voluminous literature, the 
precise mechanism by which emotion pro- 
duces symptoms of diarrhea is not clear. 

If we take it for granted that chronic diar- 
rhea tends to occur in people who are de- 
scribed as neurotics, we should first attempt 
to understand what is meant by this vague 
and elusive term, “neurotic”. Phychiatrists 
and neurologists have tried to understand the 
nature of neuroses, constantly being swayed 
between the purely physical concomitants 
and the various psychological explanations. 
Babinski spent his whole life trying to dif- 
ferentiate between the organic and the func- 
tional diseases, and between the organic dis- 
eases and the neuroses. 

The various anaesthesias which are com- 
monly used in demonstrating the neuroses 
are largely the heritage of his researches. It 
is, however, quite obvious to most of us that 
these are inadequate, and at the present time 
we have developed somewhat different cri- 
teria for the neuroses, in connection with the 
discoveries of psychopathology, extending 
over a period of fifty years. 

If neuroses are definite entities, then neu- 
rotic people must be different from average 
individuals, if not in their thought processes, 
then in their reactions.! In describing the 
reactions of a neurotic person one is struck in 
the first place by a certain rigidity in his 
reactions, and a marked discrepancy between 
potentialities and accomplishments. By rigid- 
ity in reactions we mean a certain lack of 
flexibility, which prevents the neurotic per- 
son from meeting the variety of situations 
which a normal person can deal with in a 
fairly effective manner. This rigidity in re- 
action is evidenced by the fact that the neu- 
rotic person can never make up his mind 
about anything and remains in a state of 
constant vacillation, while the normal person 
usually tries to accomplish as much as his 
abilities allow him to. The neurotic person 
feels that his achievements fall very short 
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of his ability. However, the most important 
cardinal feature of the neuroses is the pres- 
ence of anxiety and the defenses that the 
neurotic person builds up against his emotion. 
If we were to make a definition of a neu- 
rosis, we would characterize it as a psychic 
disturbance brought about by the fears and 
anxieties of the individual and the psychic 
defenses that such a person builds up against 
them. 

Since we use anxiety and fear more or 
less interchangeably, we must differentiate 
between the two. Fear is a reaction to danger 
of which the patient is well aware, whereas 
anxiety is a disproportionate reaction to dan- 
ger the nature of which the patient does 
not know. The important thing is that in 
fear the person can rid himself of it by learn- 
ing that there is no real danger, whereas a 
neurotic cannot be argued out of his anxiety. 
One of the characteristics of anxiety is the 
feeling of helplessness. The apparent irra- 
tionality of anxiety is something which strikes 
the physician as extremely bizarre and annoys 
him a great deal. A neurotic goes to any 
length to escape anxiety and to avoid feeling 
it. 

There are four ways in which he attempts 
to deal with it. In the first place, he will en- 
deavor to rationalize it; namely, to bring out 
a good logical explanation for his anxiety. 
Secondly, the patient may try to narcotize his 
anxiety by using a great many drugs. Thirdly, 
he may avoid any thoughts, feelings, or sit- 
uations which in any way provoke anxiety. 
Fourthly, he may develop certain defenses 
against his anxiety in an attempt to deny its 
existence by completely excluding it from 
consciousness. 

After any of these procedures, the anxiety 
tends to appear in the form of purely phys- 
ical manifestations such as shivering, sweat- 
ing, palpitation, choking sensations, fre- 
quent urination, nausea, vomiting, various 
types of gastric distress, and diarrhea. In 
our series of cases, it was evident that the 
neurotic person expressed his problem in 
symptoms of chronic diarrhea. It is not our 
intention to state that all chronic diarrheas 
are caused by purely emotional factors, but 
that these factors have a very definite influ- 
ence in producing the symptoms of diarrhea 
can hardly be doubted. One has only to turn 
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to the excellent studies made during the 
past hundred years by Alvarez, Carlson, * 
Cannon,‘ Pavlov,® Sullivan,® Wittkower 7? 
and others to become convinced. 

There are certain neurophysiological fac- 
tors that one must bear in mind when study- 
ing chronic diarrheas. They may be caused 
by a colonic mechanism or may be due to 
disturbances in the upper intestinal tract. In 
diarrheas of emotional origin, we have an 
inhibition of tonus and motility of the in- 
testines so that normal absorption does not 
take place and semi-digested food runs 
through the gastro-intestinal tract. This is 
what takes place when there is an overwhelm- 
ing stimulation of the sympathetic nervous 
system, as in states of excitement, fear, and 
anxiety, as shown by Cannon.‘ Stimulation 
of the parasympathetic system also may con- 
tribute to diarrheas, as such, and this stimu- 
lation causes increased motility of the gastro- 
intestinal tract, associated with tenesmus and 
cramps. The diarrhea is largely characterized 
by the presence of undigested food and es- 
pecially by the liquid state of the feces. 

It is the function of the colon to absorb 
the fluid content, and in order to promote this 
absorption we need well-regulated peristalsis 
and anti-peristalsis. In states of anxiety, not 
only do we have a stimulation of the sym- 
pathetic nervous system which paralyzes the 
gastro-intestinal tract, but there is also a 
complete repression of gastric, pancreatic, 
and biliary secretions which are essential to 
digestion. Thus, anxiety causes, on the one 
hand rapid movements of the upper gastro- 
intestinal tract, and, on the other hand, 
through the stimulation of the sympathetic 
nervous system, inhibition of the tonus and 
motility of the cocion. 

In all of these considerations one must re- 
member, however, the extraordinary individ- 
ual character of the responses, because the 
same set of conditions that produces diarrhea 
in one person may in another person cause 
constipation. This has lead Barclay 8 to state 
that one of the greatest difficulties in the 
functioning of the large intestine is its close 
connection with and subjection to the central 
nervous system. Further, anxiety may be 
nothing but repressed hostility, which is the 
principal driving force in the causation of 
diarrhea for which there is no organic foun- 
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dation. One does not need to be much of a 
psychiatrist to elicit the correctness of this 
assumption, if one will only spend several 
hours in going over the patient’s emotional 
situation. It is quite interesting to note that 
gastro-enterologists have known for a long 


‘time that patients with chronic ulcerative 


colitis tend to be irritable, cranky, and frankly 
hostile. In such cases the hostility is not even 
repressed by anxiety. This can be well ilustra- 
ted by the following case: 

F. M., a woman of 33, entered the Michael 
Reese Hospital on February 14, 1939, with a 
history of frequent attacks of abdominal pain, 
cramps, and diarrhea of some ten years’ dura- 
tion. She is a married woman, para ITI, whose 
husband is living and well. Her first child was 
born sixteen years ago, or one year after her 
marriage. One year later, a cholecystectomy 
was done for right upper quadrant pain and 
several calculi were found. One year after this 
she gave birth to another child. Four years 
later the pains recurred in the right upper 
quadrant in spite of the cholecystectomy. 
Associated with this, there was diffuse ab- 
dominal pain and cramps accompanied by 
diarrhea. These persisted in spite of therapy. 
A third child was born eleven years after her 
marriage, and at this time the diarrhea be- 
came more severe. Coincident with this her 
favorite sister died and the diarrhea became 
chronic, accompanied by frequent bloody 
stools, mucus. and much abdominal pain. Dur- 
ing the three months previous to her entrance 
into the hospital she lost thirty pounds. 

Physical examination showed a well-devel- 
oped, well-nourished individual, who was ir- 
ritable and sarcastic, but who cooperated well 
during the examination. The proctoscopic 
examination revealed an edematous, easily 
bleeding mucosa, with a seropurulent exu- 
date, and numerous small pin-point to large 
ulcers which seemed pathognomonic of a non- 
specific ulcerative colitis. Serological, bacter- 
iological, and other studies for well-known 
parasites yielded negative results. However, 
roentgen-ray examination confirmed the sus- 
picion of a non-specific ulcerative colits. Un- 
der adequate therapeutic approach her colitis 
and diarrhea gradually subsided. However, it 
was noted that whenever her hubsand came to 
call on her she had a recurrence of the 
diarrhea, which persisted for a day or two 
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afterwards. It seemed to one of us that 
psychosomatic factors played a role in the 
recurrence of the diarrhea while under treat- 
ment. 

Psychiatric examination was met with sar- 
castic and unfriendly response. The patient 
acted as if she was challenging the physician, 
but with opportunity for discussions in the 
privacy of an office, subsequent interviews 
broke down this defense and she became quite 
responsive. These interviews revealed that in 
her family background the mother was an 
overbearing, egotistical, practical woman who 
demanded a great deal from her children and 
gave very little in return. The child pleaded 
with her mother for an opportunity to obtain 
an education, but the mother persisted in 
utilizing the child’s efforts for her own per- 
sonal gain in making a living. This was done 
by making and selling wigs. The child became 
so proficient at this occupation at the early 
age of 8 that the mother insisted that she 
continue, in spite of the child’s own desires. 
In order to supply some education for the 
children, a tutor, who was an epileptic and 
had frequent convulsions, was employed. This 
brought about a great deal of fear in the 
patient and she ran away from her lessons. 

At the age of 13, she came’to America and 
was told that she was old enough to go to 
work and not waste her time in school. She 
made $12.00 a week, as she had a good deal 
of manual dexterity. At the age of 16, she 
was told that she should marry and a young 
man was selected as her husband. From the 
very beginning this marriage was unsatis- 
factory. The husband’s family interfered with 
their married life and three times the patient 
was forced to leave her husband and return to 
her own family. However, her unsympathetic 
mother immediately sent her back to her 
husband. She always cherished the hope that 
she would eventually be able to leave her 
husband, and that she would again be able 
to go to work and save some money for an 
education. After her second child was born 
it seemed obvious to her that her home situa- 
tion could not be rectified. She again began 
to have attacks of pain in the right upper 
quadrant which necessitated the removal of 
her gall bladder. It was while she was in the 
hospital at this time that the patient became 
aware of the fact that all her hopes of leading 
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an independent existence would have to be 
abandoned. It was also at this time that her 
symptoms of diarrhea began. 

Financial distress entered the picture and 
she was forced to live behind their store, al- 
ways in constant fear, while waiting on cus- 
tomers, that rodents would attack her chil- 
dren. At this time another child was born 
and this only exaggerated the symptoms. 
Then the patient’s sister, the only person for 
whom she cared died. The sister was seven 
years younger than the patient, but the pa- 
tient had mothered her, and in return for this 
maternal effort the sister helped the patient 
out of her financial situations from time 
to time. Extreme grief over the death of the 
sister, who was the only constructive influ- 
ence in the patient’s life, and her hostility to 
her mother were expressed in severe symp- 
toms of colitis which have persisted until 
the present time. 

As for her husband, while at first she stated 
that he was a nice man, that she was happy 
with him, she later revealed: “he is a fool, a 
plain fool, and I hate fools’. She also ad- 
mitted that she had been frigid all through 
her married life, stating at the same time, 
“but Iam a good actress”. 

It is quite evident that the patient’s frank 
hostility, at first to her own parents and fi- 
nally to her husband, found a somatic outlet 
in the form of diarrhea. It is interesting that 
mourning and melancholia may also find 
their expression in diarrhea, as expressed by 
Sydenham almost one hundred years ago. 
Not all cases are as frank as this. Others are 
much more subtle and require greater in- 
vestigation. 

The second case with the same factor of 
hostility is apparent in a patient who entered 
the hospital on August 14, 1937, with the 
complaint of diarrhea of six years’ duration, 
pain in the inguinal region, attacks of chills 
and fever, with loss of weight, and melena. 
This patient is an attractive young woman, 
who says that she was entirely free from 
symptoms until six years ago, when she de- 
veloped a diarrhea. Her stools became watery 
and also contained undigested material. 
Shortly after this she became pregnant and 
her condition became worse. She had ten to 
twelve bowel movements a day, accompanied 
by pain in both inguinal regions. Occasionally, 
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she would have attacks of chills, fever, vom- 
iting severe enough to produce hematemesis, 
and diarrhea. These attacks lasted two to 
three days at a time. Two years ago she had 
an attack of extreme weakness and lost thir- 
ty-five pounds in weight. She was confined 
to bed for three weeks, the first week of 
which she had a fever of 104 degrees every 
afternoon. On the third day she noted the 
presence of large weals in areas from 2 to 4 
ecm. in diameter covering both legs and 
thighs. At the same time bleeding was noted 
from the rectum. For the past two years the 
patient has had continuous diarrhea and has 
not been able to do her work. 

Physical examination, except for a piloni- 
dal cyst, was essentially negative. Agglutina- 
tions for the various dysentery organisms 
were negative. No entamoeba histolytica was 
found in the stools. Free acidity was normally 
present in the stomach contents. A retrograde 
opaque enema failed to reveal any abnormal- 
ity in the colon. All ordinary therapeutic ap- 
proach to this problem failed to counteract 
the diarrhea. It then occurred to one of us 
that possibly a psychosomatic factor was 
responsible for the continuance of the symp- 
toms. Therefore, the psychiatric department 
was called on for assistance. 

At the first examination, when the patient 
asked the psychiatrist what was the meaning 
of all the questions which are usually put 
to the patient in the course of this examina- 
tion, she was told that they were searching for 
an emotional factor causing the diarrhea. The 
patient immediately sat up in bed and said 
“I think you’ve got it’. Then, without much 
questioning, she stated that her diarrhea be- 
gan immediately following the severance of 
a courtship with a young man with whcm 
she had been madly in love between the ages 
of 16 and 17. The love affair was broken off 
because of differences in religion and because 
the young man’s father died and he had to 
support his mother. She became very unhap- 
py, developed a severe diarrhea, and her 
mother, hoping to cope with the situation, 
sent her to a girl’s camp to recuperate, but 
her symptoms only became worse. She has 
never recovered from the effects of this love 
affair. She has day dreams about the boy 
even now, although she has not seen him 
since she was 17. She married her husband 
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more or less on the rebound, hardly knowing 
him, and has been very unhappy in her mar- 
ried life. She stated that she was extremely 
affectionate, anixous to live and enjoy herself, 
liking fun, amusements, and dances. Her hus- 
band is fifteen years her senior and she de- 
scribed him as being a “swell fellow” to 
outsiders, but mean and brutal to her. He 
stays home all the time, is stubborn, likes to 
play pinochle, never goes out, constantly looks 
for sources of argument, and habitually gets 
drunk once a week. He then beats her up 
and threatens to kill her. 

During the course of this examination she 
began to sob and stated that this was the 
first time she had been able to talk to any 
one about her unhappiness. She said even 
her immediate family knew nothing of her 
personal life. She also stated that her sex life 
was abnormal, that she is quite sensual and 
her husband is distant and apparently does 
not satisfy her. Three times she forced him 
to leave home, but he always came back and 
said that if she would not take him back he 
would kill her. Many times she thought of 
leaving him but she had some guilt as to 
whether or not this was the right thing to 
do. She stated that she never in all her life 
had been as happy as she had been in the 
hospital, because she was away from her hus- 
band. Her diarrhea had been checked and 
she only had three or four movements a day 
in contradistinction to twelve to fifteen. She 
was very happy because of the infrequency 
of her bowel movements, and she pleaded 
that she be allowed to stay in the hospital and 
not have to return to her husband. 

Whatever the fundamental cause of the 
diarrhea might have been, it is quite obvious 
that the emotional factors aggravated this 
condition, as evidenced by the above. It was 
quite hopeless to expect any sort of cure or 
improvement if she went back to her home. 
Following this interview the patient improved 
a great deal, and the stools decreased to one 
or two a day until her husband came to see 
her and, during an argument with him, the 
diarrhea recurred. This disturbance kept up 
for several days, with copious bowel move- 
ments. The husband was personally inter- 
viewed, acquainted with the whole magnitude 
of the situation, and he promised a “new 
deal” for his wife. After this the patient’s 
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condition improved greatly. For the past year 
and one-half she has been observed in the 
out-patient department with no recurrence of 
the diarrhea. She has gained over twenty 
pounds; she is cheerful, quite happy, and 
states that her husband treats her much 
better, and that she has a much better time 
in life. She laughs about her diarrhea and oc- 
casionally even asks for laxatives. As the 
patient puts it herself “she now knows the 
joys of constipation”’. 

It is interesting to note how in this case 
the frightful hostility that the patient had 
first toward her mother and then toward her 
husband, all of which had to be repressed, 
found its expression in the symptoms of diar- 
rhea which was cured as soon as the patient 
was able to express this hostility and relieve 
her anxiety. 

It would be well to emphasize at this time 
that we do not wish to be dogmatic and state 
that it is only anxiety with concomitant hos- 
tility which always causes the symptoms of a 
chronic diarrhea. From the recent work of 
Fulton, which substantiated the older work 
of Bechterew,!® we know that the viscera 
are represented in the cortex, especially the 
gastro-intestinal tract. Ablation of the fron- 
tal lobes invariably causes severe disturb- 
ances of the gastro-intestinal tract, with the 
formation of ulcers and symptoms of diar- 
rhea. Thus, serious emotional involvement 
or, perhaps, intellectual preoccupation may 
give rise to disturbances of the upper and low- 
er parts of the gastro-intestinal tract. In this 
connection it might be well to recall the 
statement made by Adolf Meyer that the 
gastro-intestinal tract, perhaps more than 
any other system of the body, can express 
the personality of the patient. He strongly 
emphasizes the fact that the gastro-intestinal 
tract can express personality as well as sex- 
ual life. 

This is evident in the third case, that of a 
young woman of 21, who had been married 
only sixteen months. The essential features of 
the history were that six weeks before com- 
ing to us she began to have a diarrhea and 
vomiting. Several physicians told her that 
there was some “irritation and acid condi- 
tion” and treated her with a light diet and 
medication. She improved for a few weeks, 
but the diarrhea and vomiting recurred and 
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the attending physician diagnosed colitis. No 
improvement following medication, she en- 
tered the private service of one of us at the 
hospital and there studies for organic involve- 
ment were essentially negative. She was in- 
formed that the symptoms were due chiefly 
to a nervous condition and she was put on 
a diet and medication, to which she responded 
temporarily. However, the symptoms recurred 
and she was re-hospitalized. At this time she 
had a nervous spell, felt weak, had a faint 
feeling, and numbness of the hands, arms 
and peri-orbital region, which lasted for fif- 
teen or twenty minutes. A psychiatrist was 
asked to see her and made a diagnosis of 
psychoneurosis and advised psychotherapy. 

It was found during the course of the 
psychiatric examination that the patient had 
had attacks of diarrhea for a period of about 
one year. The attacks usually disappeared 
spontaneously. A history of emotional upsets 
set preceding the onset of the attacks was 
elicited. These emotional upsets precipitated 
the attacks. During the examination she was 
found to be a rather tense and worrisome 
individual, who always got upset by trivial 
things. Being an easy-going, submissive type, 
she always suppressed her emotional feelings, 
rather than expressing them externally. Since 
her marriage, one year ago, although she was 
contented, there had been definite dif- 
ficulties in adjustment, with fairly severe 
emotional conflicts, particularly in the sexual 
sphere. 

As a result of psychotherapy, the patient 
developed a certain amount of superficial 
insight into the emotional basis of her symp- 
toms, with a concomitant improvement in 
her symptoms. After three weeks of treatment 
her husband commented on the fact that she 
was more self-confident and seemed to be 
able to withstand emotional stress without 
getting nervous and sick. The patient made 
a symptomatic recovery and her husband was 
apprised of the fact that if there were recur- 
rences a more prolonged treatment of the 
basic problems involved would be absolutely 
necessary. For the last year and one-half she 
has been very comfortable and there has been 
no need of any further psychiatric treatment. 

The fourth case was that of a woman of 31 
who first had a history of diarrhea, associated 
with the passage of mucus and blood, and 
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pain in the right lower quadrant for which 
a subsequent appendectomy was done. At this 
time it was noted that she also had uterine 
fibroids. She made an uneventful recovery 
from this operative interference, but contin- 
ued to complain of pain in the lower pelvic 
region and, at the same time, had a recur- 
rence of bloody, mucous stools and diarrhea. 
The pelvic symptoms became so marked that 
a vaginal hysterectomy was done on Febru- 
ary 25, 1938, and, at the same time, suitable 
plastic work on the perineum was accom- 
plished. However, the symptoms of diarrhea 
and mucous stools continued and she was sent 
to the Department of Psychiatry in Novem- 
per, 1938. 


Psychiatric examination brought out the 
fact that she had always been extremely 
sensitive, high strung, and nervous. For the 
past two years she had been in financial 
distress because her husband had lost his 
job. Superimposed upon this she had to take 
care of his children by a previous marriage, 
and what was more important was that she 
had had a great deal of difficulty in her rela- 
tions with his parents. This was due to the 
fact that she had previously been married 
and had been on the stage. Her husband’s 
parents, because of her previous life, insinu- 
ated that she was a “wicked person’. Also, her 
present husband was very much older than 
she was and did not satisfy her either emo- 
tionally or physically. 


Still further examination brought out the 
fact that her previous operations in some way 
symbolized to her a loss, not so much of her 
strength, but rather of her femininity and 
personal charm. Since the patient was a very 
attractive young woman, who paid a great 
deal of attention to her personal appearance, 
this symbolization meant that she would stop 
being a woman who was attractive to men. 
These thoughts were a source of great anx- 
iety, because in her early childhood and es- 
pecially during her stage career her charm 
and beauty were the greatest asests she pos- 
sessed. It is interesting to note that the pa- 
tient put such a price on whatever she had 
that she constantly kept bringing samples of 
the expelled mucus in carefully washed and 
attractive bottles. 
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After a psychiatric approach to this prob- 
lem, the patient’s tension and worry about 
the loss of her charm were dispelled. She 
became less tense and fidgety; she was able 
to return to her household duties, and the 
symptoms of colitis gradually subsided, so 
that the patient now has only a normal num- 
ber of bowel movements. However, when she 
becomes rather tense and panicky, or when- 
ever some one hurts her she has more fre- 
quent movements. This case illustrates not so 
much the hostility which she had toward 
other people as her own insecurity and worry 
about herself, which were the primary causes 
of her diarrhea. 


Summary 


Limitations of space do not permit the 
presentation of more cases which would em- 
phasize the fact that the physician must 
always be alert, even in the presence of or- 
ganic situations, to emotional factors which 
may not only aggravate, but also prolong the 
symptoms. A study of the emotional adjust- 
ment of the individual, as well as the way 
in which he is able to deal with every day 
problems, should be a routine part of any 
gastro-intesfinal examination. The important 
thing about psychological factors in chronic 
diarrhea is not the fact that the patient has 
certain traumatic situations to deal with, but 
the extent to which he is capable of dealing 
with them, and the manner in which he solves 
or resolves his problem. 


One must remember that the anxiety and 
fear which may not be apparent on cursory 
examination may give rise to an array of 
puzzling and distressing symptoms which only 
too easily become chronic in nature. To be 
sure, sound clinical judgment should not be 
too easily swayed by errors that might accrue 
from superficial uses of the modern diagnostic 
procedures that we have at our command. At 
the same time, the patient should not be 
continually treated for a presumed organic 
disturbance due to the fact that the physi- 
cian fails to recognize the psychosomatic fac- 
tors which make up a very important part of 
the clinical picture in chonic recurrent diar- 
rhea. 
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The Treatment of Neuritis 


A. E. BENNETT, M.D. 
and 


MARIE N. SIMONSEN, M.D. 
Omaha, Nebraska 


Neuritis is a misnomer since it implies in- 
flammation. Very rarely is infection per se a 
cause. The present concept is that of a de- 
generative neuropathy from toxic, metabolic 
deficiency disorders producing faulty carbo- 
hydrate oxidation and nutrition of peripheral 
nerves. Recent evidence indicates that vita- 
min B 1 deficiency interferes with metabolism 
and the functions of nervous tissue. In lo- 
calized neuritides the etiology is usually trau- 
matic from compressive factors. : 

The therapeutic management of the neu- 
ritic patient should; first, include prophy- 
laxis; second, removal of the cause; and last, 
specific and symptomatic treatment to has- 
ten recovery. 

PROPHYLAXIS: Occupational hazards, 
such as occur in lead and arsenic poisoning, 
should be removed as far as possible. For 
example, contamination can be prevented by 
the use of gloves while painting; inhalation of 
noxious fumes can be prevented by adequate 
ventilation of industrial plants. 

Other and valuable prophylactic measures 
are: Educational propaganda for alcoholics 
to encourage ingestion of food high in vita- 
min B1; early dietary treatment for vomiting 
in pregnancy; adequate vitamin ingestion 
during the course of febrile infectious dis- 
eases, or other chronic cachetic diseases in 
which anorexia is a prominent symptom, in 
order to prevent this common neurologic dis- 
ease. 
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REMOVAL OF ETIOLOGIC FACTORS: 
Since it is often difficult to ascertain the 
cause of neuritis, hospitalization of the pa- 
tient at first is indcated for careful diagnostic 
study. This also removes the patient from the 
possible dangers of continued poisoning, and 
controls alcoholics, who are often secretive 
drinkers and untruthful in giving their his- 
tory. 

In local neuritides, pressure factors must 
be corrected—usually by surgical means. In- 
fectious diseases undoubtedly are partially 
etiologic and such obvious foci as are found 
should be eradicated. However, cumulative 
clinical evidence indicates that nutritional 
deficiency diseases, accompanying such dis- 
eases, are probably more specifically etiolo- 
gic. In alcoholics, prompt and complete and 
permanent removal of all alcoholic beverages 
is absolutely essential. The occasional case of 
neuritis from horse serum sickness (tetanus 
antitoxin) calls for preventative measures 
against serum sickness, if possible. 

SPECIFIC TREATMENT: In every case of 
neuritis one should consider the question 
of possible deficiency of accessory food fac- 
tors. Various combinations of the following 
symptoms obtained in the history previous to 
neuritic symptoms should arouse suspicion of 
avitaminosis anorexia, achlorhydria, consti- 
pation or diarrhea, stomatitis, sore tongue, 
ulcers of the mouth, indigestion, tachycardia 
and weakness, dyspnea on exertion, loss of 





1940 


weight, changes in texture and color of the 
skin, brittle flattened nails, fatigue, and, in 
some, edema. With a total lack of vitamin B1, 
neuritis appears in from 7 to 21 days. The 
earliest symptoms are subjective sensory 
phenomena, chiefly pains, fleeting at first, 
later localized and with more continuous 
paresthesias, numbness and ataxia due to pos- 
ition sense involvement. Fatigue, weakness 
and motor paralytic signs occur particularly 
in the legs first. In vitamin Bl deficiency 
there is a defect in the oxidation of carbohy- 
drate intermediate substance in nervous tis- 
sue, particularly pyruvic acid. Vitamin B1 is 
the catalyzing agent which completes its 
oxidation and removal. 

Experimental evidence indicates that large 
doses of vitamin Bl result in a greater per- 
centage of good results than small or moder- 
ate doses. If maximum dosage is given, re- 
covery is much more rapid. A limited number 
of patients with localized neuritis; who re- 
ceived 10 milligrams daily (3000 International 
Units) were reported to respond favorably. 
Only 8 per cent failed. Forty-four per cent 
became symptom free and 48 per cent def- 
initely improved. No claim is made of cure in 
these patients, but it is not considered illog- 
ical to assume that the neuritis in some of 
them may have been due solely to avitamino- 
sis B1. There is as yet no way of determining 
whether a given case of neuritis is due solely 
to this avitaminosis, as the only basis for the 
theory lies in the clinical response to vitamin 
Bl. 

Vitamin Bl deficiency should be suspected 
in any cases where there are indefinite neuro- 
logical findings of the peripheral nervous 
system. Actual degeneration in peripheral 
nerve sheaths and in lateral and dorsal col- 
umns of the spinal cord is seen in advanced 
deficiency. 

Up to 50 milligrams of Bl, should be given 
by the intravenous method, as well as 10 to 
20 milligrams orally, together with a 3000 to 
4000 caloric diet, high in vitamins, until 
anorexia disappears and the patient eats 
spontaneously and well. 

In the treatment of neuritis it is important 
to remember that where deficiency of one 
vitamin exists, other deficiencies may be 
present and since it is possible that the ac- 
tivity of one factor depends upon the utiliza- 
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tion of another, these needs should be satis- 
fied. 

Cod liver oil, orange juice in large quanti- 
ties, and yeast (Brewer’s yeast), up to 100 
grams daily, should be added to the diet. 

Liver therapy (vitamin B complex) im- 
proves the neuritis that accompanies pernici- 
ous anemia and clears up the paresthesias. 
Five c.c. may be given daily for a time, or 20 
c.c. daily for 5 days. Large doses of yeast 
have been shown to improve pernicious ane- 
mia also. Both primary and secondary types 
of anemia seem to follow Bl deficiency. 

Reduced iron in gram doses after meals is 
effective in the secondary anemias that often 
accompany focal neuritis. Small doses of in- 
sulin increase appetite and aid in a nutri- 
tional way. 

SYMPTOMATIC TREATMENT: Rest, with 
complete immobilization of the affected parts, 
is essential in the acute stages of polyneuri- 
tis, as well as protection of the extremities 
from presure or irritating contacts; ortho- 
pedic procedures for the prevention of con- 
tractures and deformities may also be 
necessary. 

RELIEF OF PAIN: Local heat is nearly al- 
ways pain relieving and may be used in va- 
rious ways, aS by infra red, diathermy, or 
electric light cabinet. Deep roentgen ray 
therapy often relieves painful local neuritides, 
such as sciatic, intercostal, or herpetic 
neuralgias. 

Artificial hyperpyrexia is a valuable thera- 
peutic aid in relieving painful neuritic states. 
These treatments are given at temperature 
levels of 103 to 105 degrees F. for two to four 
hours each, two to six treatments. They have 
been found to hasten convalescence in the 
severe toxic infectious poly-neuritic states. 
In some cases of neuritis, particularly bra- 
chial, sciatic, toxic infectious, polyneuritis 
and herpes zoster, relief is obtained by fever 
therapy alone. In a large percentage (80 per 
cent of patients), complete relief from sciatic 
pain has been obtainable by combined arti- 
ficial fever therapy and epidural injections 
of saline and novocain. 

Physical therapy, electrical massage and 
light massage with passive motion are indi- 
cated only in the convalescent states. None 
of these should be used in the early painful 
stage. Active movements should be encour- 
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aged as soon as the pain has subsided. If con- 
tractures have set in because of neglect, or of 
other reasons, an attempt should be made to 
overcome them by means of passive stretch- 
ings. 

Chronic painful neuritic states may require 
local measures as well as general treatment. 
Nerve stretching is a method seldom used 
any more. Caudal epidural injections of saline 
solution with novocain are beneficial in many 
cases of sciatic neuritis. Analgesic drugs, such 
as acetylsalicylic acid, amidopyrin, or salicy- 
lates with alkalies are most often employed. 
Morphine should never be necessary. 

The following case illustrates the value of 
vitamin therapy in infective polyneuritis: A 
six year old boy had had a series of upper 
respiratory infections, pertussis, tonsillitis 
and sinusitis over a period of six months. 
After another attack of sore throat he became 
listless, lost appetite, vomited and complained 
of paresthesias of the legs. Five days later 
he developed dysarthria and dysphagia; next, 
ataxia of the legs and amblyopia set in. 

Examination revealed an undernourished, 
pale, lethargic boy with the following positive 
neurologic findings: Nystagums, bilateral pa- 
latal palsy, absent deep tendon reflexes, mo- 
tor weakness and ataxia of all four extremi- 
ties. The throat revealed evidence of chronic 
infection (cultures and competent observa- 
tion had excluded possible diptheria). The 
laboratory studies revealed leukocytosis 
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13,000; 67 per cent hemoglobin; sedimenta- 
tion rate 46 mm. in one hour. His spinal 
fluid was normal throughout. 

The patient was given moderate doses of 
vitamin Bl (200 units per day) in the form 
of rice polishings concentrate, Vitamin D, 
and cevitamic acid. After a few days he be- 
came weaker, had spelis of cyanosis, shallow 
breathing and swallowing and talking be- 
came almost impossible. 

The vitamin Bl dosage was then increased 
from 200 units per day to 10 mgm. (3000 
units). The child soon became alert, motor 
power improved, axtia disappeared, and 
swallowing and talking became normal within 
a month. 

At a later period, tonsillectomy and ade- 
noidectomy were performed. A mastoid infec- 
tion developed requiring mastoidectomy, but 
the child made an excellent recovery and has 
remained well. 

We believe this case is a good example of 
a primarily infectious condition producing a 
state of avitaminosis responsible for a poly- 
neuritic state. It exemplifies the inadequacy 
of small dosage of vitamin B1 and the prompt 
improvement from an adequate dosage of at 
least 10 mgm. (3000 units) daily. It also illus- 
trates the futility of treating the disorder 
from the standpoint of infection alone, until 
the avitaminotic state is removed. 
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NEWSNOTES 


WISCONSIN ESTABLISHES COMMITTEE 
ON MENTAL HYGIENE 


At the 1939 annual meeting of the Wisconsin 
State Medical Association a motion was proposed 
and enacted to establish a Committee on Mental 
Hygiene and Institutional Care, same to be a 
standing committee of the state medical society. 
The following physicians were appointed to serve 
on this committee: Dr. A. W. Bryan, Madison, 
Chairman; Dr. G. E. Seamon, Winnebago; and 
Dr. H. H. Christofferson, Colby. 


LOS ANGELES SOCIETY OF NEUROLOGY 
AND PSYCHIATRY MEETS 


The Los Angeles Society of Neurology and Psy- 
chiatry met at the Los Angeles County Medical 
Building, Los Angeles, California, on December 
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20th. Dr. Hans V. Briesen delivered a paper on 
“Diagnostic Considerations Revealed by a Case 
of Fatal Brain Abscess’; and a paper entitled, 
“Electro-encephalographic Records on 300 Neu- 
rological and Psychiatric Cases’ was presented 
by Dr. Eugene Ziskind and H. Sjaardena, Ph. D. 


DRS. ROBINSON AWARDED PRIZE 


Dr. G. Wilse Robinson, Sr., and Dr. G. Wilse 
Robinson, Jr., of Kansas City, Missouri were 
awarded the third prize bronze medal for their 
exhibit on “Delirium: Its Interpretation and 
Treatment” at the annual meeting of the Miss- 
issippi Valley Medical Conference held at Burling- 
ton, Iowa. The exhibit showed various types and 
causes of this disorder and their inter-relation- 
ships; the pathologic physiology, as related to 
treatment; and the common errors in treatment. 





